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Several years ago, now more than fifteen, the opportunity was 
accorded me of being present at the reunions of the scientific 
societies of Boston; it is with great pleasure that to-day, I again 
find myself in your midst and I almost confess to a feeling of not 
having aged at all in meeting former friends who greet me with 
the same warmth that welcomed me when last we met. 

Permit me to present to you in a much summarized form, a 
report of a case which I find most interesting, both from a medical 
and a psychological point of view, inasmuch as it enables us to 
penetrate more deeply into the mechanism of doubt and belief. 

Formerly, the general opinion of psychiatrists postulated a fun- 
damental opposition, a real incompatibility so to speak, between 
the obsessions characterized by a sufficient consciousness on the 
part of the patient of their existence, and the delirant ideas believed 
by the patient to be true.’ 

Jules Falret, Magnan and Legrain maintained that an obsession 
never became the starting point of a delirium properly so called: 
this clinical opposition would seem to indicate a great psychological 
difference between obsessional ideas accompanied with doubt and 
delirant ideas expressed with conviction and transformed into 
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action. Since that epoch, many authors have shown examples of 
obsessions accompanied with deliria. I myself already have had 
occasion in the past to especially call attention to this passing of 
obsession to delirium and to point out that this evolution plays an 
important role in the evolution of the delirium of persecution. I 
also desire to draw your attention to the interesting papers pub- 
lished by M. F. L. Arnauld, the distinguished superintendent of 
the Vanves Sanatorium on the subject of the different combinations 
of psychasthenia and delirium. It is from this point of view that 
the observation of the case I wish to submit has its importance 
as it plainly shows the evolution of a real psychasthenic delirium 
in which the transition from the obsessional state to the delirant 
state with regards to the same ideas takes place by degrees, yet 
frequently. 


I. 


The patient whom I will call Sophie is a young woman of now, 
36 years of age, whom I knew for the first time when she was 20 
and whose case I have followed without interruption for over 16 
years. I have been able to note in a regular manner, during this 
long period of time, the evolution of her mind and the pathological 
phases which it goes through. In a general way, leaving aside a 
fairly good state of moral health which existed in her childhood and 
which seldom reappeared, this patient oscillates between two patho- 
logical conditions of mind. Most often, she remains in a first 
neuropathic condition with a fair amount of depression which 
condition of mind we will call the psychasthenic state; and 
secondly, she will remain in a more serious condition of mind, 
which condition of mind has only appeared three times in the 
course of 16 years, and we will style it the state of psychasthenic 
delirium. It will be necessary to describe these two states before 
studying the relations they bear the one to the other. Sophie’s 
family history is most characteristic; her paternal grandmother 
suffered from periodical attacks of melancholia; her maternal 
grandmother, rheumatic and gouty, was affected with Basedow’s 
disease ; her father and mother, although apparently normal, both, 
suffered from a marked lack of will-power. Moreover, Sophie’s 
brothers, likewise, have the same weak, vacillating character, de- 
void of energy. In her childhood, Sophie’s health was poor ; she 
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was a victim to ever-recurring attacks of enteritis which only 
completely subsided at the outbreak of her nervous trouble. From 
the age of 15 she complained a great deal of stomach trouble, of 
difficult, slow, often painful digestion, with acid regurgitation. 

For years, she was submitted to a rigid diet and underwent all 
the known treatments for stomach disturbance. This disturbance, 
strange to say, only definitely cleared up at the onset of her 
nervous trouble. Her menstruation was irregular and often very 
painful. She was susceptible to the slightest change in tempera- 
ture: in a word, Sophie’s health was poor and she could not 
undergo the slightest effort without a consequent feeling of fatigue, 
which was quick to appear and exaggerated in form. At the 
age of 20, following a long period of gastric disturbance, pre- 
cisely when the cure of the same had begun and very likely also 
under the influence of sorrow brought about by the death of a 
sister who had succumbed to pulmonary tuberculosis, Sophie 
displayed a change in her former disposition and manifested the 
beginning of the first form of her neurosis and entered that period 
of it properly called psychasthenic. 

Constantly sad and worried, she was ready to shed tears for 
the slightest cause, remaining perfectly still almost always in a 
recumbent position, dreaming her sad thoughts, in a state of idle- 
ness, and making no effort to overcome it. Or again, she would 
rise, walk incessantly, talk at the top of her voice, of her remorse, 
but not making the slightest effort to do any useful act. The ideas 
which torment her in this state are scruples, remorse of every 
description, self-accusations for “she cannot help but feel that 
anything she does is bad and despicable.”” She is constantly striv- 
ing to improve her behavior. “I know,” she says, “ what is right, 
what should be done, but I have neither the will nor the courage 
to put it into practice; I should change my mode of living, but 
I have not the courage to struggle against myself. I feel the need 
of doing something wonderful, something extraordinary, in order 
to free myself and get back all my will-power.” On one hand, 
she feels the need of advice and is constantly seeking for some one 
who might influence her. “I need to be looked after and I only 
feel safe near a person who watches over me.” But on the other 
hand, she fears the loss of her independence; she fears that any 
influence exerted over her might be likely to make her vacillating. 
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Likewise, she refuses to listen to any advice given her and con- 
siders it her duty to oppose everybody. “I do not want anyone to 
influence me when it is I who should seek to gain influence over 
others, but I have as little courage to struggle against others as 
I have to struggle against myself. I lack initiative and I must 
succeed, despite the world, in doing something wonderful in order 
to rid myself of this condition.” Her remorse is even still more 
keen and dwells upon all the moral obligations which she has been 
neglecting. She accuses herself of failing to do useful things for 
others, of being a selfish person, of lacking in her devotion for the 
other members of her family. She imagines that she is impolite, 
that her conversation is wanting in amiability ; she accuses herself 
of vulgarity which she abhors. She should merit, she says, terrible 
punishment for the manner in which she behaves. She has scru- 
ples as to her intelligence and is constantly asking herself if she 
be not very stupid. “It seems to me that I do not clearly under- 
stand what I see, what I read. Things go on existing, they are 
not precisely unreal, but they lack meaning and interest and above 
all they are never as beautiful and pretty as formerly. It seems 
to me I am crazy and I will end ina sanatorium.” One of her most 
intense scruples bears upon the cleanliness of her body. It seems 
to her that she is never clean. She feels that she is constantly 
soiling herself and that at every instant she must clean herself. 
“T feel like going to the toilet to urinate, is that not an unclean 
act likely to contaminate everybody?” But her gravest fears bear 
upon the subject of modesty; she reproaches herself with being 
immodest, with her brain being crowded with obscene thoughts 
and of being tempted to excite men by exhibiting herself. She is 
never satisfied with the way her chemise is placed on her body 
and with the manner her clothing is fastened on. 

At this moment, whilst in the period we are considering, all 
these ideas which are ceaselessly present in her mind and cease- 
lessly repeated by her are only simple obsessions. In the begin- 
ning, none of these ideas are followed by a single act ; the patient 
does not commit any immoral action neither does she utter a 
single rude word; no more does she perform one of those acts 
of kindness, one of those extraordinary acts of which she is 
constantly talking. At most what we might note would be some 
additional care in the buttoning of her corsage, some excessive 
washing of her hands, all of which are more symbolical endeavors 
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to reassure herself than any overt attempt to put her ideas into 
act. Whilst it is a fact that these ideas are never followed by any 
act, equally is it a fact that despite appearances, they are never 
accompanied with belief. Sophie pretends at times to assert 
those ideas, but rather does she plead what is false in order to 
help what is true. She is in reality constantly questioning con- 
cerning them and if they be contradicted she is thankful for being 
reassured for the moment. She is forever oscillating: in one 
breath she declares she is guilty, in the next she affirms she has 
always done her best. In short, these ideas ceaselessly present 
themselves with hesitation as to action and with doubt as to belief 
and Sophie avows herself that she is stupid to so torment herself 
and that she must be ill. 


II. 


The above-described condition of mind, more or less serious, 
lasts for years: from the age of 20 it can be considered chronic 
and constitutes the most normal life of this person. So much so 
that we are completely taken by surprise when we note a complete 
change in Sophie’s behavior. At three different periods of time, 
as I have said, the first at the age of 26 during 5 months; the 
second at 29 during 18 months and very recently, during the last 
two years at the age of 35, she begins an altogether different con- 
dition of mind which we have called her state of delirium, the 
exterior aspect of which we will now study. 

To describe it in a few words we might say that Sophie enters 
gradually into a condition of mind wherein she puts into violent 
execution and wherein she affirms with the most positive convic- 
tion, all the ideas which during the preceding years presented 
themselves under the form of obsessions accompanied with hesi- 
tation and doubt. Behold now, she proceeds to give the poor she 
meets on the streets all the money she has in her pocket, her hand- 
kerchief and even her hat. She no sooner sees anyone quietly 
seated than she rushes in his or her direction with pillows which 
she wants to place under the individual’s head, arms or feet. She 
demands that you eat some cake and if you refuse to do so, she 
will force it into your mouth and smear it all over your face. 
Should Sophie see a person walking, she takes hold of the individ- 
ual by the waist and makes an attempt to lift him or her off the 
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ground and wants to carry that person to an easy-chair or a bed. 
“She must see that people get some rest ; she must carry them and 
put them to bed.” What is more, these acts of devotion soon 
become absolutely absurd and delirious and in the sanatorium 
wherein it has been found necessary to place the patient at this 
stage of her disease, she continues to go through a make-believe 
motion of carrying people in her arms although her arms are 
empty ; she covers up the corners of all the pieces of furniture with 
pillows, carpets, towels, so that her mother will not knock herself 
against these corners when she carries her to her bed. If any of 
the persons present or the nurses attempt to prevent these stupid 
actions, Sophie violently attacks them, beats them and strives to 
throw them down on the ground. “I must” cries she, “ impose 
my will over others and have the courage to struggle against them. 
I must get the better of my nurse in order that I perform an 
extraordinary act.” She then begins to fight with the nurses, 
fights which last for days and nights with incredible violence. As 
these struggles are exhausting, it becomes necessary to leave the 
patient by herself and then, even whilst under restraint, she furi- 
ously seeks to strike the doors, the walls, in order to have someone 
come and stop her and struggle with her. 

The idea of asceticism, of imposing sacrifices, punishments upon 
herself is mixed with the preceding idea of battling with others: 
“ Passions should be bridled,” she cries, “ one must impose priva- 
tions and sufferings on oneself.” Not only does she refuse all food 
and does it become necessary to feed her with the tube, but more 
still, she tries to choke herself by holding her breath, to harm her- 
self by butting against everything, etc. She assumes strange and 
absurd postures in which she remains motionless for hours. She 
imposes upon herself tasks which she declares to be terribly hard 
and complicated. She spits on the floor and declares that this spittle, 
coming from her body, is her mother’s milk, since her body has been 
nourished by her mother’s milk and that this spittle is sacred, 
sacred, sacred and that she must spend hours licking it off the floor. 
“T must suck up my mother’s milk,” and she spits upon the floor 
and licks it up indefinitely. She wishes to improve her mind by 
looking up all the words in the dictionary or by repeating the same 
sentence thousands of times: “‘ Give me the letter, the letter. . . .” 
in order to well understand it herself and to have herself well 
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obeyed. Her shouting during the day and night is heard at a great 
distance off. What is most strange is the fact that the very ideas 
which were formerly repugnant to her and of which she spoke 
with fear, which she strove not to heed in her obsessions, are now 
precisely those which she puts into execution with a sort of fury. 
Before, Sophie was tormented by the fear of the asylum, or the 
sanatorium for the insane; at the approach of her delirant period 
she speaks constantly of the sanatorium of Vanves she knows so 
well and constantly expresses the wish to go there, and she has 
even the impression of entering that institution. “Every act 
she performs, even the most simple one, as that of the brushing of 
her teeth, are accompanied by the feeling that they lead her to 
Vanves.” Sophie wishes to atone for all possible sins, so that it 
will be necessary to bring her back to Vanves. 

We have seen that she abhorred vulgarity; she becomes sur- 
prisingly vulgar with the doctors and the nurses and conjures up 
the most insulting epithets to hurl at them. She was much worried 
about her modesty ; she now falls to the lowest degree of obscenity, 
she undresses herself, attempts to give a nude exhibition of herself, 
strives to be seen in disgraceful poses, and masturbates ceaselessly 
if she be not stopped. She was terrorized by the idea of uncleanli- 
ness and had a mania for exaggerated washing of herself; from 
time to time in her delirium, she still has a tendency to clean and 
wash herself, but most often her behavior is quite different. She 
now spits everywhere, drivels on her dress, urinates and defecates 
in her clothes, on the furniture, in every direction. If she possibly 
can, she gathers up the feces, rolls them between her fingers, smears 
them over her hair and face and endeavors to cover her body with 
them. What is more, she succeeds in inserting them into her 
vagina and masturbates with them. Or she takes them and eats 
them, screaming out that “It is bad and repugnant but that she 
must do her duty at all costs.” 

If one stops to think that such scenes are repeated day and night 
for a period of 18 months or two years, that the attendants cannot 
remain anywhere near Sophie without arousing her to fearful 
struggles, that they cannot leave her for fear of her being guilty 
of some filthy actions, that she cannot be placed under restraint 
without her doing herself injury, it will readily be understood, 
that Sophie, during her delirium becomes a case of the greatest 
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difficulty to handle and to treat and at the same time, she presents 
the strangest and the most characteristic picture of mental disease. 


III. 


A succession of disturbances of this kind gives rise to numerous 
problems for solution ; let us in a few words point out the clinical 
problem, how can such a condition of delirium be classified ? 

To my mind, there can be no question of a real state of demen- 
tia; nor can there be a question of a state of mental confusion. 
One of the essential characteristics of this delirium is that the 
patient wholly retains her intelligence, at least her elementary 
intelligence ; this can be observed even in her most stupid act: 
her actions are never brutally put into execution without thought 
or consciousness, such as reflex actions. They are prepared and 
combined. Sophie, who wants to place her feces in the middle of 
her bed which has just been made, waits a moment of distraction 
on the part of the attendants, removes with her teeth the coverings 
of the bed and defecates on the white sheets. As she herself 
declares: “She does it on purpose.” These acts, moreover are 
preceded and accompanied by words which indicate her object. 
“T must suck the floor because the spittle I have thrown on it 
comes from my body and is the sacred milk of my mother.’ Such 
acts leave conscious and detailed memories which Sophie can 
express during and after her crisis. What is more these acts are 
accompanied by reasoning, at least by apparent reasoning. These 
patients attempt to explain a great deal; they passionately argue 
their own case. As M. Arnaud has well said in his paper pre- 
sented to the Geneva Congress, “ They reason out their delirium 
more than they undergo it whilst ordinary delirants suffer their 
delirium much more than they reason it out.” We find in this 
delirium, the breaking down of logical sub-structures, of prepara- 
tory processes of reasoning. We also find the “ mental rumina- 
tion ” which I have described as existing in cases of psychasthenia. 

In studying the lucid intervals which occur very often during 
the course of Sophie’s most violent deliria, we observe the preser- 
vation of the intelligence. One can always, if possessed of suffi- 
cient influence over her, interrupt her, distract her, console her. 
She agrees to follow me in the little garden, to chat with me of 
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other matters. On such occasions, she plainly shows us that all 
the memories of the past are still fresh in her mind and she is 
well aware of all that goes on around her in the hospital. She 
takes in everything regarding the patients, the attendants and the 
doctors. At this moment the actions she performs are marked 
with doubt and hesitation and I will discuss them presently, but 
they are correct and her thoughts are perfectly lucid. This con- 
dition of mind widely differs from that observed in the mental 
disease we call mental confusion (confusion mentale), in which 
malady patients suffer from disorientation as to time and space 
and have a very imperfect insight as regards their situation or 
their acts. 

One might feel more inclined to consider that we are dealing with 
a crisis of agitation akin to that which patients suffering from a 
periodical neurosis present, an agitated crisis such as is observed 
in manic-depressive cases. Let it be well understood, if we con- 
sider as constituting manic-depressive insanity any psychological 
disturbance occurring many times during the course of life and 
having the appearance of being periodical, Sophie’s mental state 
should be so named, but that would be simply reasoning on 
the surface. If we bear in mind the psychological characteristics 
of periodical maniacal states, we do not at all discover them 
in Sophie’s mental make-up. Without doubt she is now and then 
agitated, she moves rapidly, she passes from one absurd act to 
another still more absurd; she cried aloud a great deal; but she 
was also subject to agitation during the course of her ordinary 
psychasthenic state without delirium, when she strove in every 
manner to act in some way that might tranquilize herself and 
wherein she began acts almost without number and without 
termination. She is not always agitated in this manner whilst in 
her long period of delirium. She will remain for weeks at a 
time sad and depressed, puzzling her brain over some absurd 
act without going any further and without giving it much atten- 
tion, especially if no one observes her. Lastly, the essential 
characteristic to point out is the absence of any of the joy, the 
euphoria of the maniac; rather is she in a somber mood, and sad 
and unhappy in thinking over all that she believes she must do 
and worried over her failure in accomplishing the same. No more 
can we say that we are dealing with a case of real melancholia. 
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Doubtless, depression exists to a certain degree, if the perfection 
of ordinary psychological processes be considered, but every psy- 
chological depression cannot be called melancholia; there are 
lacking in this case, the fixity, the monotony, the moral pain of 
real melancholic deliria. Sophie has not, as is the case with patients 
suffering from melancholia, lost the faculty of desiring, of believ- 
ing, of willing. Psychological processes with her, do not give way 
to agonies of distress as they do so give way in cases of melan- 
cholia. She desires and believes in an absurd manner but she is 
capable of desiring and of believing and she is not really in a 
state of anguish. 

It seems necessary for me to define her condition, to insist on 
the character of this voluntary action which is preserved, but 
which takes a form evidently abnormal. What is most remarkable 
to those accustomed to observe Sophie for any period of time, is 
the fact of the great change in her behavior during her ordinary 
psychasthenic state and during her delirant state. In her first 
state which prolongs itself for years, Sophie is above all a sluggard, 
who takes hours to dress herself, to write a word in a letter, who 
begins the same action over and over a hundred times and who 
most often does not complete it. She speaks slowly, leaving her 
sentences unfinished, becomes confused in the midst of a narra- 
tive and starts all over again; not only does she act slowly, but 
her actions are marked by hesitation and oscillation. She stands 
for hours near a door uncertain whether she wants to enter; she 
moves her hands to and fro for hours, not knowing whether she 
wants to or does not want to light a lamp; she frequently anxiously 
asks herself “if she is on the right road, in the moral path,” 
when she merely wants to begin to urinate. She is subject to 
terrible fits of hesitation in the shop where she intends to select 
some article and she has to be turned out before she can decide 
what her purchase is to be. At last, when she has performed an 
action of whatever kind, she is filled with regret and interminable 
remorse. It seems to her that she has done wrong, that she has 
lied, that she has done the opposite of what she should have done, 
that she has committed a dishonorable deed, etc. All these charac- 
teristics are also found in her belief which is sluggish, hard to 
define and gives rise to doubt, hesitation, regret and shame. This 
form of behavior is altogether peculiarly characteristic of her. 
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When Sophie is in a state of delirium and when she performs 
one of those filthy actions, her demeanor is altogether different and 
seems most strange. Her act is rapidly done, without oscillation, 
with no second thought. She must eat her feces; of this she is 
absolutely certain and it must be done immediately, the moment 
the idea crosses her mind. “It is holy, holy, holy, even as my 
mother’s milk” and she rushes at it and devours it, in saying: 
“No doubt, it is bad and vile, but I have done well in making the 
effort, and I shall do the same thing over again whenever I am 
able to do so.” These two modes of action are entirely opposite. 
We gain a clear insight into this opposition on comparing one 
mode of activity with the other, the delirant act with the act 
we can make her perform a few moments later during one of 
those lucid intervals of which I have spoken. Sophie, who but 
a few moments ago was rushing at her attendant or striving to 
get hold of her feces, is now walking with me in the garden. 
She drags herself along slowly, turns about saying: “ What you 
are now asking me to do may not be what is right; are you sure 
that I am not guilty of an immoral act in following you here? 
It seems as though I were lying, as though I were losing God, as 
though I were insulting my mother.” She stops and suddenly 
begins to make all sorts of noises. “ There, I had to imitate a loco- 
motive, I did it well.” She oscillates thus between correct but 
slow uncertain and remorseful acts and acts that are absurd but 
rapid, clear and satisfying to her conscience. 

Both these forms of behaviors are marked by voluntary action 
and belief, but will and belief of a different psychological level. 
The study of psychasthenics and of their strange deliria, has taught 
us much about this distinction of different degrees of will and 
belief. It has shown us that will and belief consist essentially in 
a binding together of the spoken word and movement; between 
the verbal form of the act and the act itself done by one of the mem- 
bers of our body. They are essentially operations of assent, but this 
assent, this liaison between the spoken word and the act may be put 
in operation at first hand in an immediate manner, the moment that 
the tendency which accompanies the spoken word has some power. 
It is then immediate assent which functions in this form of sugges- 
tion. It is this assent which exists solely with higher grades of 
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imbecility (les debiles mentaux). It is in truth the will and 
belief of primitive peoples; this immediate assent constitutes the 
essential note of prealogical psychology upon which sociological 
philosophers like Mr. Levy-Bruhl have laid special emphasis. It 
is the first form which will and belief take when action accompanied 
by spoken language has separated itself from the simple reflex 
of animal action. 

Above this first form of assent, a second form has developed 
which may be styled reflective assent. The result of the operation 
is the same. It has always to do with the liaison between the 
spoken word and the action. But the liaison only takes place 
after a process of deliberation and reasoning which tries out the 
relative force of diverse tendencies in placing the latter in com- 
parison the one with the other. This reflective assent does not 
obey to a momentary and accidental force of a particular tendency ; 
it expresses the average force of all the tendencies of the whole 
mind. It is the starting point of a mass of important notions, in 
particular of the feeling of the reality of things and persons. It 
is exactly on this second form of assent, on the operation of reflec- 
tion, upon which all the disease of the psychasthenic rests. That 
which is disturbed within them is reflective action, choice and 
decision after reflection. They retain more or less well the first 
part of reflection, the enumeration of motives, of reasons. They 
seem to passionately reason, but they cannot reach conclusions. 
They carry forward their ideas and their reasoning in an indefi- 
nite manner. They arrive at extreme and absurd ideas (they play 
the game of extremes), as I formerly stated, because they cannot 
call a halt to them by applying the last process of reflection, namely, 
decision, conclusion. It is this disease of reflection, this difficulty 
of the application of a reflective decision, which characterizes the 
first phase of the disease in the subject whom I have just described. 

Psychasthenics for the most part, remain there. They only 
suffer from this disturbance of reflective decision, from this diffi- 
culty of drawing a conclusion, but they continue, at least in part, 
to reflect. The study of cases analogous to the one Sophie suffers 
from reveals a very curious fact, and that is that the disease can 
descend lower, that it can completely suppress reflection and even 
cause to disappear any attempt at reflection. The patient then 
falls into a state of immediate assent which is much easier to 
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exercise, stronger, more defined, taking place without hesitation 
and without regret but also without control. Without doubt this 
immediate assent of primitive peoples, of fairly high grade imbe- 
ciles (des débiles), of easily suggestioned individuals may fall in 
wise directions and Sophie shows at times a devotedness which is 
praiseworthy, but it falls at hazard and may fall in wrong direc- 
tions. Immediate assent contains more elements of danger for 
individuals who formerly enjoyed higher mental capacity with 
reflection, than with the constitutional imbecile who has always 
been subject to it. The first category are, in truth, much richer in 
ideas than the second. They have elaborated during their attempt 
of preceding reflection a mass of extremely absurd and dangerous 
ideas. These are all the extreme ideas built up during mental 
ruminations which now disclose themselves and which are put 
into operation without control: It is that which we have seen in 
the strange delirium of Sophie wherein her ideas which constituted 
her obsessions, the extreme of immodesty and of filth, foreseen 
in, and dreamed of in the ruminations are accepted and put into 
action by her without hesitation during her delirium. 

In the above, we undoubtedly have to consider that we are 
dealing with a depression, but at the same time, it is a depression 
which has more to do with the psychological tension of the acts 
than with the strength of the acts itself. It is a lowering in the 
hierarchic degree of actions, which falls to a lower, more primitive 
level. The knowledge of these deliria strikes me as important: 
they occur in this form in a great number of psychasthenic patients 
when their depression increases under the influence of fatigue or 
emotion. The latest crisis of Sophie’s delirium is evidently con- 
nected with two grave events: a surgical operation performed 
upon her for the extirpation of a uterine fibroma, and besides, the 
emotion caused by the death of her mother. The exhaustion arising 
from these causes determines a quite prolonged disturbance, lasting 
for over a year, but which, at the present moment, has changed by 
a return to the former phase of depression. With other patients 
whose observation I cannot follow here, the psychasthenic delirium 
which succeeds at a certain time in life, to the psychasthenic state, 
becomes chronic and continues itself until death. A delirium of this 
kind plays a more considerable role than we are prone to believe 
in the delirium of persecution. In many patients, the obsessions of 
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love and domination are followed by delirant ideas of hate, follow- 
ing a lowering of mental level identical with the above-mentioned 
cases. In other cases the depression is still deeper and causes the 
conditions which are involved in the problems of the so-called 
“dementia precox.” I have not the time to deal with all the 
consequences of psychasthenic delirium. My only wish was to call 
your attention to an observation of a strange case, and to point out 
to you the deductions to be drawn from it, relative to the degrees 
of perfection of will and belief. 


THE NATURE OF FUNCTIONAL DISEASE.* 
By WILLIAM McDOUGAL, M.B., F.R.S., 
Professor of Psychology, Harvard University, Cambridge, Mass. 


I thank you for the honor you have done me in inviting me to 
give this address before this assembly, so fully representing one 
great branch of American medicine. I feel that this honor has 
fallen upon me largely because I have recently come across the 
water; and because you, in the true spirit of science, are glad to 
welcome among you a man who has labored under other skies, but in 
fields closely allied to your own great field of medicine. I can 
assure you that in England we have found much to admire in 
American developments in this field of medicine. We have ad- 
mired your great well-organized psychopathic hospitals; your 
development of the principle of after-care of cured cases; your 
carrying of the principles of mental hygiene out beyond the 
walls of your hospitals. We have admired and envied your 
great national association for mental hygiene, and especially, and 
above all, we have admired and envied your success in gaining the 
confidence of the public in your institutions for the treatment of 
mental and nervous disorders; a success which enables you to 
come in contact with mental troubles in the early stage, when they 
are most amenable to treatment, especially to treatment of the 
psychological or psychotherapeutic kind. 

It seems to me that in thus leading the way in mental medicine 
along the lines of mental hygiene, of prevention rather than of 
cure, and of early treatment of cases of mental disorder before they 
have reached the certifiable stage, you in America are founding your 
practice upon, and are assuring the validity of, the conception of 
functional disorder or disease. I believe that this conception of 
functional disorder is entirely valid and extremely important. Yet 
this view is by no means universally accepted. It has still to strug- 
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gle, to make its way against a very wide-spread and deeply rooted 
prejudice, one which I believe has acted, especially perhaps in my 
own country, and more especially, perhaps, in Scotland, as a clog 
and a hindrance to the development of psychiatry. In so far as I 
can claim any practical acquaintance with, and any competence to 
speak on, medical matters, it is through experience in the field of 
those disorders which are commonly spoken of as functional. I 
have therefore chosen as the topic of my address this evening 
“The Conception of Functional Disorder,” in the hope that I may 
clarify a little this important but disputed conception, may fortify 
its theoretical foundation and help to establish it as the base of the 
most important line of progress in mental medicine. Nor is the 
importance of this conception confined to the field of mental and 
nervous diseases as commonly recognized. There are indications 
that the field of functional disorders is likely to be recognized in the 
future as comprising a very much larger part of the total field of 
medicine and surgery than has yet been generally suspected ; that, 
as knowledge increases, so the range of functional disorder will 
be seen to comprise much that has been regarded as organic disease. 

In considering this topic, we are really taking up one aspect of a 
very large philosophical problem upon which all through the ages 
opinions have been acutely divided, and which has been keenly dis- 
puted from various points of view. It may be defined as the 
problem of structure versus function. It has sometimes been stated 
as the question—Does structure determine function? or does func- 
tion determine structure? It is the fundamental biological prob- 
lem of mechanism vs. vitalism. 

If an organism, at.d especially if the human organism, is in every 
way strictly comparable to a machine; if the principles which 
suffice for the making, the control, and the repair of a steam 
engine or an automobile, suffice for the understanding, the control 
and the repair of the human organism; then, it is held, and with 
some reason, that the conception of functional disorder is mis- 
taken; that it is at the best a temporary stop-gap which must be 
given up as knowledge grows; and which at the worst is a mere 
cloak for ignorance and a serious bar to progress. For, it is 
argued, the perfect working of the machine depends upon the per- 
fection of the spatial adjustment and of the reciprocal pushes and 
pulls of its material constituents; whether these be large rigid 
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masses, or particles of the molecular, or atomic, or ionic orders, 
dissolved in fluids or colloidal solutions. And, it is said, every dis- 
ordered working of the machine must be due to some maladjust- 
ment, some spatial displacement, of the material elements or masses 
of the mechanism. And, if in the disordered organism no such 
structural defect is visible, that is because it is on so small a scale, 
affecting elements of the atomic order, rather than molar masses. 
And, if the powers of our microscopes could be sufficiently in- 
creased, we should always be able to discover the mechanical defect 
which is the primary and essential cause of the disorder which in 
our ignorance we call functional disease. 

The great advances made by biology in the 19th century, espe- 
cially the Darwinian theory of organic evolution, and the new 
insight into the physics and chemistry of the body achieved by a 
series of brilliant physiologists, tended very strongly to establish 
this strictly mechanistic view of organisms ; and in consequence it 
has become the dominant and popular view. For the Darwinian 
theory seemed to give a purely mechanical explanation of the long 
process of organic evolution; and the success of the physiologists 
in revealing the mechanical and chemical factors at work in organ- 
isms seemed to justify the faith that even the human organism 
is nothing but a machine of marvellous complexity and nicety 
of adjustment ; and that we only need to push on with our physical 
and chemical and microscopical researches, in order to discover the 
mechanisms underlying all human activities. 

Medical science has been profoundly affected by these triumphs 
of mechanistic biology. They seemed to bring to a definite decision 
the age-long dispute between the claims for primacy of structure 
and of function; and to settle it in favor of structure. Medical 
men began to believe that all those disorders that we call diseases 
are at bottom and primarily defects of the mechanical structure of 
the organism. And many of the great advances of medical science 
itself contributed to confirm them in this way of thinking. The 
discovery of the microbic origin of so many diseases showed that 
these at least are due to the introduction of foreign bodies into the 
organism, which thereupon becomes deranged, just as a clock is 
deranged, if sand or other foreign matter penetrates among its 
cogs and springs. The demonstration of the chemical causes of 
other diseases, such as lead poisoning, alcoholic neuritis and cir- 
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rhosis ; of the chemical factor in yet others, as, for example, the 
excess of sugar in diabetes; all such instances strengthened the 
faith that we were progressing steadily towards a complete under- 
standing of diseases in terms of defect of material composition 
and structure. 

Mental medicine or psychiatry showed the effect of these 
influences perhaps more strongly than any other branch of medi- 
cine. Research was for a time turned almost wholly in the direc- 
tion of attempts to discover the defects of brain-structure which 
were assumed to underly all mental disorder. An immense amount 
of energy and time was devoted to the minute examination of the 
brains of the mentally diseased, as well as to the study of the normal 
brain. And chemical theories of mental diseases became fashion- 
able, and led to elaborate chemical studies of mental patients. 

It would be untrue to say that all this immense output of energy 
was misdirected, or that it yielded no valuable results. But I think 
that many of you will agree that these efforts seem to have remained 
relatively sterile; that the results for psychiatry have not come up 
to the expectations that inspired those efforts. Not only did this 
way of thinking and these efforts prove relatively sterile as regards 
new insight into mental diseases ; but also it led to the neglect of 
the psychological study of mental disorders. The research workers 
in mental medicine concerned themselves little with the psychologi- 
cal study of their patients, the study of their mental functions ; they 
concentrated their efforts rather on the study of their brains after 
they were dead. And, if their theoretical foundation was sound, 
their practice was justified; for they were following the sound 
principle of seeking out the causes of symptoms; their theory 
was that all symptoms, all disorders of function, merely result 
from and express disorders of structure. 

Whatever we may think of this theory of the primacy and all- 
importance of structural defect of the brain in mental diseases and 
of the practice founded on it; it must be admitted that, during 
the latter part of the 19th century, when this theory and practice 
held almost exclusive sway, and when other branches of science 
were making very rapid progress, advance of the theory and prac- 
tice of psychiatry was disappointingly slow; relatively speaking, 
it was a period of stagnation. There is, I think, good reason to 
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seek the ground of that stagnation in the prevalence of the struc- 
tural theory. For this led to neglect of psychological study among 
psychiatrists, a neglect which is reflected clearly in the meagre and 
inadequate chapters devoted to psychology in most of the psychia- 
tric text-books of that period. 

Another consequence of the prevalence of this theory, which 
contributed to that stagnation, was the strict separation of the 
psychoses, or mental diseases proper, from the neuroses or func- 
tional nervous disorders. And, while the secrets of the former, 
the psychoses, were indefatigably besieged with the microscope, 
and with wonderful methods of staining the nervous tissues, the 
neuroses were, especially perhaps in Britain, but also, perhaps, in 
this and other countries in a lesser degree, neglected and despised ; 
for they were regarded as merely functional ; and that meant that 
they had no structural basis which the microscope might reveal ; 
and therefore, according to the prevailing mode, they Were unreal ; 
they were merely fanciful or imaginary; they were products of 
the patients’ imagination, and therefore to be treated by scolding, 
derision or other disciplinary measure ; or, if the patient could afford 
it, by a stay in some expensive institution or watering place, the 
financial penalties entailed by this being regarded no doubt as an 
important part of the treatment. Thus we had two great branches 
of the profession, the organic neurologists and the organic psychia- 
trists, who studied the organic nervous diseases and the psychoses 
respectively ; while the neuroses or functional nervous diseases 
fell between in a despised no man’s land, neglected by all, with a 
few distinguished exceptions, such as Dr. Morton Prince in this 
country and Dr. Pierre Janet in France. 

We seem now to have entered a period in which this unfortunate 
state of affairs is being rapidly abolished. We owe the change 
in the main to two influences. Firstly, the immense number of 
severe cases of neurosis or functional nerve disease produced by 
the war. These have made it clear to the profession at large that 
neuroses are not merely the fanciful productions of idle women 
of inferior constitution ; but that they may affect in very severe and 
distressing forms men of originally healthy and vigorous constitu- 
tion. These war cases have served also to break down the artificial 
distinction between the psychoses and the neuroses. For we have 
seen many cases presenting symptoms which, if they had occurred 
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in civilian patients, would have secured for them admission to 
mental hospitals with a diagnosis of grave psychosis and a bad 
prognosis ; very many of which cases have nevertheless cleared up 
in a wonderfully satisfactory way, especially when they have been 
treated with a little psychological understanding. 

The second great influence which is bringing about this change, 
and which began to operate in this way before the war, is the work 
of the psycho-analysts. Whatever opinion one may hold of the 
doctrines of Freud and Jung and of the other schools of psycho- 
analysis—and I for one am convinced that they all contain much 
error and vague speculation as well as some truth—it must, I 
think, be admitted that this work has had at least this good result, 
namely, it has quickened the interest of the profession and of the 
world at large in psychological study; it has already brought the 
study of the functional nervous diseases to the front from out of 
their place of neglect, directing the attention of many keen minds 
to them; and it is helping to break down the artificial and restrictive 
barrier between the psychoses and the neuroses. 

But if this reform is to be completed and if we are to make 
satisfactory progress in psychological medicine, we still need, it 
seems to me, to recognize fully and frankly the claim of functional 
disorder to a place of equal importance and reality with the organic 
or structural disorders; and that recognition can only come from 
a revision of the conception of organisms as pure mechanisms or 
machines which has dominated the biological and medical sciences 
and even psychological science for more than half a century. 

I am not asking you to accept a dualistic philosophy, which 
would regard man as a union of material body and immaterial 
spirit. That is a view of man’s nature which is not merely a 
popular view of the past ; some great philosophers in all ages have 
held it ; and it is at the present day philosophically defensible. The 
reaction of science against this view played a considerable part 
in bringing into vogue that mechanistic theory of the human 
organism whose unfortunate consequences in medicine I have just 
now sketched. But the acceptance of the reality of functional 
disease, or disease of functional origin, does not commit us to 
adhesion to that dualistic philosophy. 

I believe that, even if we regard the human organism strictly 
as a machine, the conception of disorder or disease of functional 
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origin may still find a place in medicine. For even a machine is 
a purposive structure, it is an orderly arrangement of parts de- 
signed to achieve or fulfila purpose. It is for this reason only that 
we can properly speak of disorder in a machine. Any material 
system of moving parts or masses which does not express a purpose, 
which is not the orderly embodiment of a purpose or design, cannot 
properly be said to be subject to disorder. Thus, unless we regard 
the planetary system as designed and set in motion for the achieve- 
ment of some purpose of its creator or designer, we cannot regard 
any irregularities of its motions as disorders. If, for example, two 
planets collided, or a comet swallowed up one of the planets, that 
might be described as a catastrophe, or a violent departure from 
previous regularity or recurrent phases; but to describe the event 
as disorder would imply acceptance of the view that the motions 
of the planets express some purpose or are working out some 
design. 

Let me illustrate the conception of functional disorder in a 
machine by reference to the familiar automobile. If your machine 
is adjusted to run at a normal temperature and the temperature 
falls to a low point, the machine may work badly or may cease to 
work because the explosive mixture becomes too poor in gas. That 
is a functional disorder, consisting essentially in a disturbance of 
the normal balance of functions; in consequence of the distur- 
bance of balance of functions, the machine no longer fulfils the 
purpose which is embodied in it. Or again, when your automobile 
slowly climbs a steep hill, the spark requires to be retarded ; if you 
do not retard it, the machine becomes a prey to functional disorder 
and no longer fulfils the purpose embodied in it ; and, as we know, 
this timing of the spark is a very delicate matter. In these two 
ways, then, this machine, even though all its parts be in perfect 
order, requires adjustment under the varying conditions of its 
work; and if these adjustments or regulations are not made, it 
suffers from functional disorder. If the machine had to work only 
under one fixed set of environmental conditions, it would work 
perfectly or normally, so long as its structure was perfect; only 
a structural defect would produce disordered action. 

Now, if we regard the human organism as a machine, we must 
admit that it is one that has to work under environmental conditions 
which frequently vary and often vary very widely. Hence it 
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requires frequent adjustment or regulation, if it is to avoid func- 
tional disorder. And the functional disorders from which it is 
most liable to suffer, perhaps all its functional disorders, are just 
of the two kinds which are illustrated by the automobile ; namely 
disturbance of the balance of functions, and inappropriate timing 
of its functions, of its sparkings. 

But the organism differs profoundly from the machine; firstly, 
in that the purpose which it expresses, and in the service of which 
its parts operate, is in some sense its own purpose ; the purpose is 
resident in the organism; secondly, the adjustments or regula- 
tions which are necessary to enable it to meet the frequent environ- 
mental changes of conditions of work are made from within. The 
organism, in so far as it is a machine and fulfils a purpose, is a 
self-regulating machine. And functional disorder arises when 
the environmental changes demand adjustments which exceed the 
organism’s powers of self-regulation or purposive adjustment ; it 
is then we see evidence of disturbance of the balance of functions, 
or of ill-adjusted timing of its reactions. 

For example, when the organism is exposed to unusually high 
temperature, it continues to work normally by effecting the re- 
quired adjustment of the balance of functions, just as your auto- 
mobile will continue to work well under changed temperature if 
you nicely adjust the mixture of air and gas. But, if the exposure 
to high temperature be prolonged and excessive, there comes a 
time when the organism’s power of self-regulation in this respect 
is no longer adequate to the task, and functional disorder, with 
rapid rise of temperature, sets in. 

Or again, under the demands of heavy muscular work, the 
timing of the heart-beats and of the successive phases of the sys- 
tole is adjusted to the increasing demands ; but, if the strain be- 
comes too great or prolonged, the capacity for such adjustment 
seems to be inadequate; the heart-beat becomes irregular and 
feeble, and we have the functional heart-trouble so frequent among 
the soldiers in the late war. 

We may see another type of functional defect, due to break-down 
of the organism’s power of adjusting the timing of its processes, 
in the functional defects of the voluntary muscular system. The 
normal performance of even a very simple action of a limb re- 
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quires a very nice adjustment of the timing of the muscular con- 
tractions, an adjustment which seems to be effected in the main at 
the synaptic junctions in the nervous system. Under excessive 
strain the power of adjusting the timing seems to reach its limit 
and to fail. It is, I suggest, not improbable that all the functional 
paralyses and contractures, which play so large a part in the picture 
of functional disorders, may properly be regarded as due to just 
such break-down of the power of adjustment of the time relations, 
the power of timing’the spark. 

In this connection it seems worth while to remind you that several 
great thinkers who have grappled with the problem of conceiving 
the organism as a machine endowed with the capacity of purposive 
self-regulation—or more generally with the problem of conceiving 
how purpose can make itself effective in the material world, with- 
out breach of the mechanical law of the conservation of energy— 
have suggested that purpose works, not by adding or subtracting 
the least quantum of energy to or from the mechanical processes 
it controls, and not even by guiding or directing the path or inci- 
dence of physical energies, but by controlling their time-relations, 
by timing the spark, determining the moment of the conversion 
of potential to lunetic energy, suspending or precipitating the 
moment of release or conversion. 

Now purpose implies mind or mental activity. To speak of 
purpose without implying mind is meaningless. Commonly, 
when we speak of purpose, we have in view our most clearly 
defined and self-conscious purposes. But we must recognize that 
mental purposive operations go on on very different planes of 
consciousness ; that, beside our most fully conscious purposes, our 
organs express and are controlled by purposes of which we may 
be only very obscurely aware, and also by purposes which operate 
wholly on the subconscious plane. And functional disorders are 
commonly the expression of subconscious purposes, or of the 
failure and disharmony of conflicting purposes which may be 
wholly or in part subconscious. This fact has been increasingly 
recognized by all who study the neuroses, especially hysteria. But 
however little the conscious subject may be aware of the purposes 
at work within him, they are essentially of the type of mental activi- 
ties. It is therefore through mental influences that functional 
disorders are brought about. They are the consequence of dis- 
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harmony, conflict, or failure of mental or purposive adjustments. 
That is to say they are essentially psychogenic. This is now com- 
monly admitted of those disorders which are officially classified as 
functional, the hysteric, neurasthenic and psychasthenic disorders. 
But it is just for this reason, just because they are so clearly 
the result of mental activities, mental conflict, disharmonies, and 
failures of mental or purposive adjustments, as well as because 
they do not commonly involve any discoverable lesion or structural 
defect, that they have been in the past so commonly neglected 
and regarded as unreal or imaginary. Therefore my particular 
purpose this evening, namely my purpose of persuading you of 
the reality of diseases of functional and psychogenic type, cannot 
be achieved or promoted by dwelling upon these admittedly func- 
tional diseases. 

I will only point out in passing that hysterical disorder may be 
very grave, endangering the life of the patient; that purely mental 
influences, which produce profound emotional disturbance, such 
as grief or deep resentment of injury or insult, may very gravely 
disturb the health, taking away sleep and appetite, grave disorders 
which may even issue in death. I believe it is true that even 
animals sometimes die from mental influences of emotional nature. 
Certainly savage men are liable to death from such influences; 
and sudden death from great emotional shocks is not unknown. 
In the last type of case we are apt to say, ‘ Oh, he must have had 
a weak heart’; and so we dismiss the fact, with the implied as- 
sumption that the trouble or cause of death was after all organic, 
refusing to see that, even if the heart was weak, the primary and 
essential cause of the death was the mental influence. And, in the 
emotional disturbances of the more chronic kind, we dwell upon the 
bodily changes, the glandular secretions and the changed nutrition ; 
again losing sight of the essential fact, that the mental change 
was the primary condition of the trouble. 

In this connection also I would insist in passing upon the great 
significance for our present topic of the organic effects producible 
by suggestion. These are too often neglected or thrust aside, just 
because they cannot be reconciled with the prevailing prejudice 
in favor of purely mechanistic explanations of biological facts. 
I refer more especially to such effects as the production of blisters 
and ecchymosis. This has been abundantly proved to be possible 
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in some subjects. There is no clearer example of organic disorder 
of purely functional, purely psychogenetic, origin. 

It is in relation to the mental diseases proper, the psychoses, 
that the question of functional origin or psychogenesis is of great- 
est interest, and especially to this Association ; and it is in relation 
to them that the question is most acutely disputed and opinion most 
divided. Some authorities continue to scout the notion of psycho- 
genesis of real psychoses; a few stoutly maintain it; while others 
take up an uncertain and vacillating position. Prof. Kraepelin is, I 
suppose, generally regarded as the highest authority in psychiatry. 
I have tried to discover from his great Lehrbuch der Psychiatrie 
to which of these three groups he belongs. I think he must be 
placed in the third group. He writes that “in general we must 
grant to the really causal significance of mental influences only a 
very restricted scope.” He devotes some twenty pages to the 
discussion of mental or psychical causes of mental disease. And 
he puts alongside hysteria a group of mental disorders which he 
calls the psychogenic diseases and to which he devotes some 150 
pages. Yet, in spite of this, he cannot be claimed perhaps as a 
thoroughgoing exponent of the conception of psychogenesis or 
of disease of functional origin. In all the great types of psychosis 
he is disposed to postulate a material or structural cause, rather 
than a functional; and in discussing the relation between bodily 
and mental changes, he writes: “If in view of the fundamental 
difference between the processes of the two orders (bodily and 
mental), a true explanation of those of the one order through 
those of the other is not possible, nevertheless it appears that 
we may hope to attain the goal of inferring certain bodily changes 
from observed mental disturbances and inversely.” And on 
another page he writes of “the bodily foundations of madness ” 
which we are told to conceive as “ alterations of the brain cortex, 
which though widely diffused are yet of quite determinate char- 
acter.” Such passages seem to leave the question open; though 
on the whole this great authority seems to incline to the side of 
those who would dogmatically exclude the possibility of a truly 
functional or psychogenetic origin of real mental disease. 

It is in relation to Dementia Precox that the problem presents 
itself most definitely, and in relation to which opinions are most 
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acutely opposed. No one questions that the typical cases of this 
disorder are true psychoses ; and, if such cases can be shown to be 
psychogenetic, the argument is closed in favor of the exponents of 
the possibility of psychogenesis. 

Dr. C. G. Jung of Zurich has argued forcibly in favor of the psy- 
chogenesis of this disease, citing various cases in which the disorder 
seems to have been induced by mental conditions and to have been 
changed and improved mental influences.* A particularly strik- 
ing case of this sort was recently described to the Psychiatrical 
Section of the Royal Society of Medicine in London by Dr. D. 
Forsyth—the case of a boy presenting a clear picture of dementia 
precox of the paranoid type, in which it was possible to trace the 
origin to unfortunate mental influence, and in which complete 
restoration to health followed, when better and wiser mental in- 
fluences enabled the patient to effect a readjustment or adaptation 
to his social environment.t 

Against the powerful argument founded on such cases we have 
such work as that recently published by my friend, Sir Frederick 
Mott.t I have the warmest admiration for Mott’s work in general 
and for this piece of work in particular. In this research, Mott 
and his pupils have shown that in many cases of dementia pracox 
there is evidence of maldevelopment of the sex glands, and that 
in some there are distinct departures from the normal in the appear- 
ance of the neurones of parts of the brain. They have shown also 
reason to believe that certain endocrine secretions are in many 
cases disordered. Mott’s observations on the nervous tissue con- 
firm and extend the findings of other observers to the effect that 
there occurs a parenchymatous degeneration of the neurones in 
various parts of the brain. From these facts Mott infers that the 
disease is primarily and essentially an organic and structural 
disease. He writes: “ We have thus two morphological conditions 
which will account for the fundamental disorders, and the nature 
of these disorders will depend upon the cerebral structures 


*“The Problem of Psychogenesis in Mental Disease.” Proc. Roy. Soc. 
Med., Aug., 1919. 

+“ A case of early dementia of paranoid type.” Jbid., 1920. 

¢ “ Studies in the Pathology of Dementia Precox.” Proc. Roy. Soc. Med. 
(Section of Psychiatry, Aug., 1920.) 
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affected.” Mott is, in fact, as I know from many personal discus- 
sions with him, an uncompromising advocate of a purely mechanis- 
tic and materialistic conception of the mental diseases. But, if we 
examine his language closely, we find that even he drops into 
modes of expression which seem to be concessions to the functional 
view. For example, he speaks of “ a progressive failure of the élan 
vitale”’ as the first symptom of the disease; and he supposes that 
the predisposition to Dementia Precox may consist in a deficiency 
of “ vital energy.” ‘Further, he shows that the earliest microscopic 
change in the affected neurones is the presence of an excess of 
lipoid granules, and that these indicate hypofunction or abnormally 
diminished metabolism in these cells. Here we seem to be right 
up against the essential problem—namely, are these degenerative 
processes in the neurones which are correlated with diminished 
metabolism, are they always the primary cause of the hypo- 
function? Or may not the hypo-function, the continued diminu- 
tion of function, be the cause of the lowered oxidation, of the 
accumulation of lipoid granules and of the other degenerative 
structural changes. 

Mott and the other structuralists, in whom the materialistic 
prejudice is strongly fixed, would, I know, dismiss the second 
alternative with contempt; yet such dismissal seems to me entirely 
unreasonable. Various observers have shown that excessive and 
prolonged activity, maintained through strong appeals to such 
instinctive tendencies as fear and rage, excited and maintained, 
that is to say, by mental impressions, may produce visible changes 
in the neurones concerned, due to excess of metabolism. That is 
a clear case of structural change functionally induced by mental 
impressions and mental activity. Why then should circumstances 
which induce the opposite kind of mental effect, namely a checking 
and depression of instinctive activities, why should these not induce 
structural changes of the opposite kind, namely the accumulation 
of lipoid granules and so forth, in consequence of diminished 
oxidation and metabolism? Such depression of instinctive activi- 
ties through unfortunate mental influences is just what seems to be 
the history of the genesis of Dementia Precox in many cases. 

No doubt in all cases in which the disease develops, and in which 
the structural alterations of neurones are induced, there is some 
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constitutional predisposition which renders the patient peculiarly 
liable to such checking and depression of instinctive emotional 
tendencies ; either an original defect of the vital energy or that 
constitutional peculiarity which Jung calls “ introversion ” ; peculi- 
arities which, however, are perfectly consistent with a normal and 
healthy life, in the absence of the unfortunate mental influences and 
circumstances which lead to depression of these functions. It may 
well be that in some persons these constitutional defects are so 
marked that, in the absence of any peculiarly unfavorable circum- 
stances, the defect of function will manifest itself and will be fol- 
lowed by structural degeneration. In such cases the disease would 
still be psychogenetic, though not traceable to any unusual mental 
strains, shocks, or depressing influences. 

It so happens that this very morning I received a copy of a 
lecture, recently delivered by Sir Frederick Mott, on “ The Influ- 
ence of Song on Mind and Body,” and in it Mott seems to give away 
the case of the structuralists, and to embrace the functional theory. 
It is true that the lecture was designed for a popular audience ; 
yet even ina popular lecture truth may be conveyed ; and in this case 
I think, Mott, speaking under circumstances which relieved him 
from the influence of his fixed scientific prejudices, has spoken 
more truly than in his more strictly scientific utterances. He says: 
“The great war has shown the extraordinary influence of the 
mind on the body when it has been affected by experiences causing 
contemplative fear.” Again, “ Singing, by producing an individual 
and collective sense of joy and well-being, promotes digestion, 
assimilation and nutrition, thereby aiding convalescence of all forms 
of mental and bodily disease.” And again, “ Inasmuch as music 
is associated with pleasure and the nobler feelings and passions of 
love, tenderness, joy, mirth, the martial spirit and rhythmic dance, 
rather than with pain, fear, terror, grief, horror, anger and rage, 
it tends to initiate and energize the former and drive away the 
latter. These latter emotions and passions are associated with 
particular changes in the bodily state. .... Not only are there 
those changes in personality of which we are conscious by bodily 
feelings, but associated therewith are subtle bio-chemical changes 
in the blood caused by an increased production and outpour of 
adrenalin, which plays an all-important part in the defensive 
mechanism of fright and fight.” 
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You may notice that even in this popular lecture Mott's scientific 
caution does not wholly desert him. He does not say that music 
excites or causes pleasure and the beneficial emotions, or that 
these emotions produce favorable changes in the bodily state. In 
each case he cautiously uses the phrase “ is associated with.” But 
in seeking to determine, among associated changes, which is cause 
and which effect, we rightly attach great importance to the time- 
relations of the “ associated ” changes; if one of these is the cause 
of the others, it must be that which precedes the others in time; 
and here the time order is (1) impressions on the sense-organs, 
(2) appreciation of these as music, (3) pleasure and various 
emotions, (4) favorable bodily changes. Is not the attempt to 
disguise the order of dependence by using the phrase “ associated 
with ” in so clear a case of causal sequence, is not this clear evi- 
dence of an obstinate prejudice that blinds those who hold it to 
obvious facts? 

One of Mott’s pupils sums up the evidence by saying: “ The 
failure of the sexual instinct . . . . may be correlated with the 
regressive atrophy of the reproductive organs and the bio-chemical 
changes of the neurones.” But, if we accept this correlation as 
established, we are not compelled to follow Mott in assuming 
that the organic changes described are the primary and essential 
causes of the mental disease. This conclusion, which Mott so con- 
fidently draws, seems to me to be quite illegitimate. The mental 
and the bodily life are admittedly closely related; so that grave 
disorder of either must, if it be continued, seriously affect the 
other. If there is serious and long continued maladjustment of 
the sex functions, or other instinctive activities, on the mental side, 
this can hardly fail to react prejudicially on the development of 
the sex glands and on the endocrine secretions which they influence, 
and through them perhaps upon the development of neurones in 
the brain concerned in these functions. That is to say, the demon- 
stration of organic changes in a case of mental disease of some 
standing does not by any means prove the disease to be of organic, 
rather than functional, origin. Only the demonstration that changes 
of one order precede in time all changes of the other order could 
suffice to establish the primacy of the functional, or of the struc- 
tural, derangement. No such evidence is at hand for Dementia 
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Precox; and it seems probable that such precedence of either 
factor can never be fully established for this disease. 

Let us turn then to a disease which presents organic changes, 
but in which nevertheless the functional disturbance seems, in 
many cases if not in all, distinctly to precede the organic changes. 
I refer to Grave’s disease, or exophthalmic goitre. It is an old 
belief that emotional shock, and especially fear, may play a part in 
bringing on the symptoms of this disease; and experience in the 
war-hospitals has, I think, strongly confirmed this view. My own 
experience certainly convinced me of it. During more than four 
years service in the war-hospitals for nervous troubles, I saw many 
hundreds of cases which presented in various degrees some or all 
of the combination of symptoms characteristic of Grave’s disease. 
It was noteworthy that the frequency of these cases seemed to 
increase greatly in the later stages of the war, when many men 
had been subjected for long periods to the strain of active service. 
Practically all of the men had been subjected many times, in some 
cases almost continuously for considerable periods, to conditions 
of a kind well suited to excite fear. And there can be little doubt 
that the fear-instinct was very strongly and frequently excited in 
them, although in most cases its expressions in behaviour were 
subdued and controlled by resolute effort. In some of these cases, 
the part of fear in bringing on the symptom-complex was unusually 
clear, namely in some few cases an excessive timidity, with exacer- 
bations of acute fear, continued for a considerable time after the 
patient’s admission to hospital, in spite of all therapeutic efforts. 
War-dreams and, more rarely, terrifying hallucinations were both 
the occasions of such attacks of fear and the expression of such 
continued timidity. And in some of these cases it was notable that 
slight symptoms of Grave’s disease became steadily more pro- 
nounced, while the excessive timidity endured. On the other hand, 
it was noticeable that as the patients recovered from their abnor- 
mal timidity and ceased to suffer from fearful dreams, the bodily 
symptoms subsided ; and in the vast majority of cases the symp- 
toms passed away completely. 

Now the recent discoveries of the important part played by the 
endocrine secretions, especially the work of Prof. W. B. Cannon, 
enables us to give a very satisfactory interpretation of these facts. 
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This work has shown how the impressions which excite fear 
stimulate the adrenal and other glands to throw into the blood 
secretions which maintain all the bodily reactions of fear—the rapid 
pulse, the tremor, the dilated pupil and staring eye ; and the exces- 
sive activity of the thyroid gland is one of the chief of these effects. 
Thus a vicious circle is established in which the emotion excites 
the bodily and especially the chemical reactions of fear; and these 
in turn render the organism more sensitively responsive to all 
impressions of a kind capable of exciting fear. Is it then not 
in accord with all physiological principles that there should result 
an hypertrophy of the organs and functions concerned, especially 
of the thyroid gland? And the symptom-complex of Grave’s 
disease is exactly the picture of such hypertrophy and fixation of 
the normal effects of fear. 

We have then an organic disorder resulting from and maintained 
by mental impressions ; an organic disease of functional origin; a 
true example of psychogenesis of a disease which, at first purely 
functional, later becomes organic. The fact of the reality of the 
chemical and organic changes of pathological character in such 
cases clearly does not in the least detract from the truth of the state- 
ment that the disease is of functional and mental origin ; further, in 
such cases purely mental treatment may be the most essential and 
effective means towards preventing or cutting short the organic 
disorder. It is a case of disturbance of the balance of functions 
brought on by an excess of mental impressions of one particular 
kind. 

If then such pronouncedly organic changes as those of Grave’s 
disease may be psychogenetic and of truly functional origin, why 
should we hesitate to assign a similar origin to mental diseases, 
if the facts point that way? No one, of course, would attempt to 
claim a functional origin for general paresis. But besides all cases 
claimed as Dementia Precox, I think we are justified in looking 
for functional origin of manic-depressive and epileptic insanities ; 
even though we recognize that, when these are well established, 
structural and chemical disorders play an important part. I 
strongly suspect that, in both these last-named disorders, fear plays 
a larger part than is commonly supposed, and that it may in many 
cases have been an essential psychogenetic factor. 
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That in the onset of some mental diseases, some true psychoses, 
psychogenetic factors play an essential part seems to me beyond 
dispute ; and I believe this fact is being and will be increasingly 
recognized ; with corresponding benefit to therapeutic and especially 
preventive practice. And this advance will go on the more rapidly, 
the more thoroughly we repudiate the reactionary psychology and 
biology of the purely mechanistic type; that is to say the more 
fully and frankly we recognize that biology and psychology are 
sciences which should not allow themselves to be wholly dominated 
by and confined to the use of the conceptions and theories in use 
among the physical sciences; that the biological sciences have the 
right and the duty to evolve and use their own fundamental con- 
ceptions, and that, for psychology and, I would say, for biology in 
general, the most fundamental working conception must be that of 
purposive activity. 

If the answer to the question of the functional origin of some 
diseases seem clear and positive, there remains a deeper and more 
difficult question, which has commonly been confused with the 
question of the functional origin of disease. Namely the question— 
can mental disease be not only psychogenetic in origin? Can it 
also be essentially functional in nature, without there having been 
set up any organic change, secondary to the functional distur- 
bances? We might put the question in this way—Granting that 
mental impressions may disturb the balance of functions, and that, 
if they are frequently repeated, they may, by unduly depressing 
or stimulating some bodily function, set up secondarily pathological 
changes in the tissues concerned, is it not possible for the state of 
disorder to continue after the mental impressions cease to be 
received from outside the organism, without there being any 
pathological change in the tissues concerned? It is reasonable, I 
suggest, to suppose that habitual excess or defect of one function, 
having been induced by mental impressions, this excess or defect 
may perpetuate itself, perpetuating the disturbance of balance of 
function, and constituting a truly functional disease ; even though 
there should be no tissue which any microscopic or chemical inves- 
tigation, no matter how far refined beyond our present means, 
could show to be diseased or abnormal in its structure and opera- 
tions ; that is to say, every tissue might be perfect in structure and 
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every chemical process might be perfectly normal in quality; and 
yet, by virtue of a disturbance of the quantitative relations of the 
chemical and other functions, a state of true functional disorder 
might obtain. 

But there remains still another and more difficult question ; and 
it is, I think, the positive answer to this question which is often 
assumed to be involved in the assumption of the reality of func- 
tional or psychogenetic mental disease. 

In bygone tintes those disorders of conduct which are the 
symptoms of mental disease were supposed to be due to disorder 
of the mind alone, and to involve no disease or pathological altera- 
tions in the body. It is as a reaction against this old-fashioned con- 
ception that the modern prejudice against the notion of functional 
disease has arisen ; and it is against this old-fashioned view that the 
dictum has been set up “ every mental disease is a disease of the 
brain.” 

Well, I am going to be excessively rash and to risk my reputation 
for sanity, such as it is. I am going to say that I think we should 
not altogether close our minds to that old-fashioned view. I 
believe that the mind has a nature and a structure and functions 
of its own which cannot be fully and adequately described in terms 
of structure of the brain and its physical processes. And, if-this 
be true, it does not seem logically impossible that this nature of 
the mind itself may be disordered or impaired or defective. I 
confess that I cannot point to any empirical evidence that clearly 
supports this view. I only venture to say that this remains a pos- 
sibility, which is not definitely excluded by any philosophically 
or scientifically established truth; and that therefore our minds 
should be open to it, rather than dogmatically closed. 

Under the conception of functional disease, as opposed to disease 
essentially involving organic or structural defect of the bodily 
organs, I have distinguished three possibilities: (1) Diseases which, 
though involving structural and chemical abnormalities, are of 
functional origin. (2) Diseases which are of functional origin and 
of functional essence, involving no strictly pathological tissue 
change, but only a disturbance of the quantitative balance of 
functions. (3) Mental diseases which are of the mind only and 
not at all of the body. 
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The first and second seem to me not only possibilities, but to be 
abundantly realized in numerous cases. The third theoretic possi- 
bility I leave at that; urging only that in this obscure realm, in 
which our ignorance so far outweighs our knowledge, we cannot 
afford to accept dogmatic negatives. The path of progress is that 
of the cautious and critical, but open, mind. 
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CONSTRUCTIVE FORMULATION OF 
SCHIZOPHRENIA.* 


By ADOLF MEYER, M.D., BAttimore. 


It is the impression of the speaker that Kraepelin’s obliteration 
of the concept of terminal dementia was a premature and hasty 
reaction with nosological methods to Ziehen’s lack of nosological 
ambition. None of the recognizable types of psychotic reactions 
are wholly exempt from the possibility of chronicity or even a 
certain amount of deterioration. Among the conditions that are 
suggestively covered by the term schizophrenic reactions there | 
are enough instances of recovery to make it desirable to avoid 
the term “ dementia precox ” suggested by the unfavorable course 
of a varying percentage of cases. It would seem wiser to describe 
and formulate the conditions with principal attention to the 
actually observable facts and the accessible determining factors, 
so that we may focus our work on the potentially modifiable points 
and develop methods to determine the existence and extent of the 
non-modifiable points. 

It is hard for me to believe that it is 25 years since the Worcester 
State Hospital, under Dr. Quinby, gave me the opportunity to 
spend several months in Europe, and of this time six weeks with 
Professor Kraepelin at Heidelberg. I had made for myself a cer- 
tain program for work in psychiatry, aiming at a conscientious and 
unprejudiced study of the facts—anatomical, and histological, and 
physiological, and clinical in the sense of internal medicine; and 
in addition to this, fundamentally distinct from the contemperary 
scheme of Van Gieson, my common sense demanded an equally 
objective and thorough study of the attitudes and behavior of the 
person, including the life-situations, with all the care of critical 
observation we have been trained to give to the other aspects of the 
cases. 


* Read at the seventy-seventh annual meeting of the American Medico- 
Psychological Association, now The American Psychiatric Association, 
Boston, Mass., May 31, June 1, 2, 3, 1921. 


356 CONSTRUCTIVE FORMULATION OF SCHIZOPHRENIA _ [Jan. 


I was distrustful of the application of ultra-technical academic 
psychology, and equally distrustful of the over-specialized psycho- 
pathology, and decided to work pragmatically with the best pos- 
sible use of critical common sense. I was ready to put aside all 
preconceived traditional classification; I wanted to take the facts 
as I found them and as I could use them, and to group them with- 
out adulteration or suppression of any available data. 

The great innovation I found in Kraepelin’s clinic was the dis- 
appearance of terminal dementia, owing to the coming in of prog- 
nostic diagnosis in the sense of manic-depressive insanity and 
dementia precox—dementia precox, strangely enough, being for 
the time thrown together with thyrogenous psychoses and general 
paralysis as “ metabolism disorders.” My review of Kraepelin’s 
5th edition in the JouRNAL oF INSANITY, vol. 53, p. 298, shows 
to what extent I accepted Kraepelin’s teaching as a workable 
scheme, no doubt first used outside of Heidelberg by the Worcester 
Hospital from 1896 on. I stated then: “ It may be that clinical 
methods will reach safe conclusions before the strict proof is 
brought by chemical and experimental pathology, just as the micro- 
organisms were recognized to exist before the culture methods 
existed, even before the pathogenic organisms were seen.” I am, 
however, now inclined to think that safer clinical methods should 
be used than the largely prognostic considerations of Kraepelin, 
and that dynamic formulations come closer to the needs of both 
physician and patient than the formal and peremptory dichotomy 
claimed by those who see but one of two fates, either manic- 
depressive disorder or dementia przcox. 

In this country we never participated in the wild boom which for 
a time led the Heidelberg clinic to diagnose 51 per cent of its 
admissions as dementia precox, after its excessive general paraly- 
sis diagnosis had become reduced from 31 per cent to less than 
IO per cent by the advent of the spinal fluid studies—See Kraepe- 
lin, Psychiatrie, 8th ed., vol. I, p. 527——-We soon provided for 
transition cases under the heading of conditions allied to the stand- 
ard entities, where the facts were not sufficient or presented com- 
plicating admixtures ; and we gradually worked again towards the 
original plan of letting classification adapt itself to the facts, in- 
stead of the reverse. Neither the Worcester material nor the 
Ward’s Island material could be followed up so as to serve for 
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what I had in mind, viz., an unprejudiced complete survey of the 
clinical experience of a hospital service; and the clinical material 
of the Henry Phipps Psychiatric Clinic comes from such widely 
scattered sources that with the very limited means at our disposal 
the necessary follow-up work has only recently been taken up. 
But even if I cannot give you as definite a proof and demonstration 
of the foundations of my practice and principles of psychiatry 
this year as I hope I shall be able to give in a few years, I did not, 
when Dr. Abbot asked me to take part in this discussion, want to 
shirk my responsibility to tell you simply and directly where I 
stand and what I work with. 

It did not take me long to realize that even clearly circular and 
periodic cases did not by any means give a uniform picture or a 
uniformly favorable prognosis. There are always some manic- 
depressive cases which become chronic and even some which show 
more and more a constitutional deficit and others actually a certain 
decline in the course of years not altogether distinguishable from 
that in more clearly schizophrenic states. Similarly there are 
a fair number of cases with manifestations clearly of the type 
usually giving the unfavorable prognosis of the standard demen- 
tia praecox process, that get well. There were a number of fam- 
ilies in which some patients had recoverable “ manic-depressive ” 
attacks and others in whom the condition became chronic with a 
definite dementia precox picture, clearly suggesting transition 
forms. <A review of the cases in the light of the ultimate out- 
come made it clear that at times greater circumspection and better 
observation of detail might have led one to anticipate what actually 
happened ; but I felt decidedly averse to the frequent practice of 
throwing the cases from one pigeonhole to the other according to 
whether the outcome looked promising or not, with the sacrifice 
of the facts as one actually found them. There were always cases 
in which there was justified doubt, and, often enough, the formal 
diagnosis seemed arbitrary and artificial, leading one’s attention 
away from what appeared most important in the actual manage- 
ment and understanding of the case. 

Mental disorders cannot profitably be studied with an excessive 
emphasis on a prognostic classification according to outcome. It 
would seem best not to consider the course and outcome as a 
fixed fate in any of the disease-types, unless we should be able 
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to get at the nature of the “ process ”’ so as to be able to measure 
it with reasonably unmistakable evidence of the facts in each case. 
If prognostic facts are distinctive and decisive, every one will be 
glad to use them. If they are shifting and evasive, everybody 
ought to know it. In many cases, the existence of deterioration 
is unmistakable; in others, it is uncertain—and the principles 
through which it is produced is still uncertain and. not necessarily 
unitary. 

Not even the histological side is safe. I doubt whether many of 
us would dare to make our diagnoses from sample sections of the 
nervous system. Until we shall deal with more or less experimen- 
tally controlled anatomical changes, we cannot profitably use the 
heterogeneous findings. Even the uniformly fatal prognosis of the 
paradigma of Kraepelin’s nosology, general paresis, can hardly 
be said to be altogether safe in the light of present experience, 
with or without intensive treatment. Serological tests may be 
suggestive ; but they, too, cannot be claimed as absolutely solid and 
decisive ground in our experience. The Abderhalden tests cer- 
tainly are not unequivocal. Somatic facts such as the blood- 
pressure, the coagulability of the blood, and the whole series of 
chemical and endocrinological reactions are of interest but give 
contradictory data. 

The best facts still are the data of observation of behavior and 
mentation, 7. e., the facts we can observe from the beginnings of 
the disorders. But even there it is best not to lay too much stress 
on the formal facts but to work from the start with the dynamic 
as well as the descriptive data. The consequence has been that, 
for a long time, I have not been as much interested in the question: 
Is the patient one of dementia precox or manic-depressive insan- 
ity? as in the question: What combination of facts and factors 
does the patient present? What are the reaction groups and the 
factors at work? What are the facts I have to reckon and work 
with? What are the assets? What is the group tendency of the 
reactions, and the individual prognosis ? 

In the scrutiny of any patient, I first look for the facts which 
point to structural (and not merely functional) alterations. Speak- 
ing in terms of ergasia or behavior, I eliminate or determine first 
the existence of anergustic and dysergastic disorders; amnesic dis- 
orders and defects states constituting the anergastic (organic) 
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data standing for a lasting structural deficit, and the delirious- 
toxic reaction-type illustrating the usually transitory dysergastic 
changes. The more clearly functional disorders are then reviewed 
from the-angle of mere part-disorders (such as the dysmnesic 
hysterical reactions, the obsessive tension states, the anxiety states, 
and hypochondriasis and asthenia) and the more sweeping dis- 
orders, in which I first look for the affective involvement and the 
content disorders without, cr with, evidence of substitutive reac- 
tions, and symbolizations, dissoctations, and distortions. 

Among the more sweeping conditions, I therefore consider first 
the affective reactions which in their more or less pure forms are 
apt to appear as depressions or elations. When we find content 
disorders of the nature of preoccupations, delusions, hallucina- 
tions, etc., they must be examined as to whether they are com- 
patible with the affect disorder; whether they are part of it or 
whether they point to special topical reactions, to complexes and 
substitutions, with or without actual dissociations, or actual dis- 
tortions. 

Where the affects are impure, described as nervousness or ten- 
sion, or fear and apprehension or suspicion, more or less cor- 
responding distinctive content disorders are usually also predom- 
inant. We then can single out the delirious reaction and the 
hallucinosis, and the paranoic episodes and developments. The 
closer we come towards autistic thinking, projection and more or 
less leading hallucinations, without adequate excuse by affect or 
without dysergastic (7. e., delirium-like, usually toxic) disorder 
of the sensorium, the more likely do we deal with schizophrenic 
reaction: consisting of more or less forced action under tension, 
with varying degrees of dissociation, passivity reaction, compen- 
sations of a more than merely affective type, and distortions of 
varying degrees of ominousness. A few years ago Dr. Phyllis 
Greenacre formulated the reactions which we speak of as schizo- 
phrenic (The Content of the Schizophrenic Characteristics Occur- 
ring in Affective Disorders, AM. JoURNAL oF INSANITY, vol. 75, 
p. 197) as: 

(1) Distortions and misinterpretations of actual occurrences (delusions 
of reference and persecution). 

(2) Influence and passivity feelings as expressed in automatism, mind- 
reading, electrical influence and similar phenomena. 
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(3) Hallucinations (especially when vague and of more or less odd and 
incongruous content). 

(4) Gross distortions of body sense and body appreciation. 

(5) Incongruous behavior, occurring either episodically as “antics,” or 
more persistently (as ill-connected mannerisms) but not in keeping with, or 
apparently motivated by, any prevailing affect. 


The greater the incongruity of affect and content and the con- 
sequent distortion, the more ominous the condition. But under 
no circumstances do we consider the mere formal material adequate 
for a prognostic forecast without a survey of all the dynamic or 
causal factors and a thorough trial of the responsiveness of the 
patient to a distributive analytical and reconstructive study. In 
all these conditions special attentioi is given to the evidences of 
specifically somatic components without trying to make one factor 
or feature responsible for everything else. 

The making of a prognosis depends upon the formulation of all 
the factors at work, the reactions present, and the response to 
one’s efforts at adjustment. 

In contrast to Kempf’s scheme of starting with a discrimination 
of suppression, repression, compensation and dissociation, I thus 
consider first: the amount and type of affect and its specific con- 
tent and complications. Where the deviation of content is not 
clinched or explained by a definite and consistent affect-type, I 
consider the presence and extent of uncontrolled fancy, day- 
dream and projection, and then the type of dissociations as seen in 
hallucinations, hysteroid and hypnoid reactions, passivity, com- 
plex-determined activity and automatisms, and actual discrepan- 
cies and distortions of reactions, judgment and insight. 

It is undoubtedly often difficult to ascertain the nature of the 
affect and its relation to the much more prominent component 
of rumination and day-dreaming characteristic of the schizophrenic 
reaction. The older psychiatrists tried as far as possible to dis- 
tinguish primary and secondary affect. I am inclined to put the 
emphasis on the purity of affect, as opposed to the presence of 
tension disorders, and the latter are then scrutinized for evidence 
of the occurrence of forced-looking reactions, and especially the 
tendency to incongruities. Schizophrenic reaction, as I see it, 
implies a disorder not characteristically and specifically accounted 
for by a diffuse and sweeping affect; it presents a more topical 


t 


| 
| 
} 
| | 
| 


1922] ADOLF MEYER 361 


type of disorder, akin to the psychoneurotic part-disorders, but not 
adequately systematized. 

It is not always easy to say when an incongruity or oddity of 
dissociation or association is to be called schizophrenic. The 
peculiar feature seems to me to be a peculiar lack of distinctive- 
ness, ambitendencies, and an irregularity of the processes of fusion 
and differentiation in the available associative material—the kind 
of thing which happens occasionally in the normal through short- 
circuiting of thought or through uncritical drifting of imagina- 
tion; through taking in impressions too narrowly without any of 
the ordinary supplements and by seeing connections too easily 
where the normal would keep aloof owing to the spontaneous or 
semi-spontaneous critique. As a rule, there is little difficulty where 
the perversions and oddities form unintelligible and chopped-up 
activities and mannerisms, carried on as if for their own sake, 
without an adequate excuse by push or unrest or preoccupa- 
tions, etc. 

Bleuler’s attempt to distinguish fundamental and accessory 
symptoms is difficult to carry through. I should much rather 
look for more or less definitely somatic-archaic types and processes 
on the one hand and more clearly accessible psychogenic types and 
processes on the other. 

The prognostic issues depend undoubtedly on the severity and 
aggressiveness of the incongruous tendencies and on the aptitude 
of the balancing resources to assert themselves inwardly and out- 
wardly, and on the seriousness of any metabolic deficit. 

For the metabolic factor we have no measure so far. In gen- 
eral we can say that the more we deal with a serious endogenous 
involvement of the metabolic and visceral functions and unac- 
countable antics of the special organs and antics and oddities of 
the psychobiological processes, the more profound is the process 
likely to be. I refer to unaccountable fever, pernicious refusal 
of food and evacuation functions, retention of urine, incon- 
gruous pupil phenomena, etc. It is probably a pity that we try 
to throw together under one heading many essentially psychogenic 
and other far more definitely exogenic facts. The five- or ten- 
day observation laws often tend to force the physicians into 
committing themselves to a nosological verdict where an open 
formulation of the facts at hand would be much safer and more 
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in harmony with the needs of both physician and patient and the 
present status of our knowledge. 

In the main I emphasize prognostically the positive and con- 
structive promising points and lines of attack, and avoid fatalistic 
pessimism. But in speaking to the family and in directing the 
treatment I always warn against incurring unwarranted expense 
where time and mainly custodial and hygienic routine prove to 
be the main available resources. 

It is my contention that both for the practical handling of the 
patient and the original and ultimate nosological comprehension 
of the condition, it is best that one should work with a summary 
formulation of the facts as they are found and used from case to 
case. Terminology is an absolutely secondary issue, to be subor- 
dinated to actual demonstration of, and working with, the facts 
found in the patient, in the situation, and then in the reaction under 
treatment. Adaptation problem, reaction, and response to a dis- 
tributive understanding and disentangling of the factors, is our 
fundamental interest in the condition. How many groups we may 
ultimately want is a matter of subordinate importance. The 
classification of the individual cases will always need various 
qualifications. 

I hope in the coming years to be able to discuss more specifically, 
in connection with clinical records, the nature and importance of 
the various etiological factors and the reactions, and the extent 
of their accessibility to therapeutic or spontaneous modification. 
For the time being I should like to propose that we abandon the 
prognostic factor as a nosological criterion, replace the term 
“ manic-depressive” psychesis by affective reaction group, giving 
in each case the type and the number of the attacks and, wherever 
present, the admixtures; replace the term dementia precox by 
schizophrenia for the full-fledged forms, recognize transition 
forms and specify the topical and formal characteristics, the 
episodic or protracted or progressive character, and the extent 
of any deterioration, if it is present. By doing this, we free our- 
selves from the nosological obsession of premature classification, 
without in the least slighting any actual gain either of Kraepelin 
or of any other investigator. 
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DISCUSSION. 


Dr. CAMPBELL.—The presentation which Doctor Meyer has given us brings 
us back to the realization of the concrete problems. The material which 
has been specially studied in these diseases has very largely consisted of 
advanced cases, cases serious enough to be sent to hospitals for the insane. 
Too little attention has been given to the incipient cases of the disorder, 
and to the problems of similar patients who may never be committed, but 
who are treated in out-patient departments. Too much emphasis has prob- 
ably been laid upon the search for signs which are of diagnostic importance, 
and too little attention has been paid to the analysis of the complex mechan- 
isms underlying the individual case. Conscientious analysis of the individual 
case may make one more uncertain as to the prognosis than if one merely 
contents oneself with the search for pathognomonic signs. 

Over-emphasis on classification has gone along with inadequate analysis 
of the whole evolution of the case, of the constitutional equipment and of 
the environmental influences. The less emphasis one places on the classi- 
fication, the more chance one has of being useful to one’s patient. The daily 
use of the ordinary stock diagnostic terms, although carried out in the 
interest of statistical co-operation, has a detrimental effect on one’s thought 
in dealing with the individual case. It is an important step forward, to 
realize the limitations of formal classification, and to formulate the disorder 
in terms of definite dynamic forces. Work along these lines will do much to 
narrow the gap which tends to exist between the psychiatrist and the worker 
in internal medicine. The conceptions which Doctor Meyer has emphasized 
are of fundamental value, and lead to accuracy of thought rather than to 
vagueness which is concealed by pretentious diagnostic terms. 


Dr. E. StanLEY Appot.—I am very grateful to Dr. Meyer for presenting 
his admirable paper. We all are trying to solve the same problems but we 
approach them from different angles. I, too, approach them from what I 
regard as the medical point of view. The question which arises is not 
primarily, Is this a case of manic-depressive or dementia pracox, but, 
What is the matter with this patient that he does not behave as he used to? 
One seeks to learn what are his capacities for reaction and what are his 
incapacities. The latter is very important, for all psychoses there is a lack 
of a capacity to react, in some sphere of mental or physical activity. We 
need to learn what the patient cannot do that he was able to do before his 
illness. That is one of the most helpful points of view that I have. 

To the solution of the question as to what is the matter with the patient, 
the same methods and the same scientific attitudes should be used that 
one uses in any medical case. Wholly secondarily one gives a name, by word 
or phrase, to his concept of what he concludes is the matter with the 
patient. The method we use in general medicine, applied to all psychotic 
conditions, is the method that will teach us most. The difference is that 
in the psychoses we are dealing not only with physiological, but with psycho- 
logical reactions and the latter are very intangible. One cannot see an 
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affective reaction ; all one can see is the behavior, or some physical changes 
which are the result of it. This greatly increases the difficulty of studying 
psychotic conditions. 


Dr. Orton.—I feel that in the presence of all this nosological Bolshevism 
and this nihilistic discussion it is probably not out of place for some one to 
make a few remarks from the standpoint of the organisist. We have heard 
only from the functional standpoint of the institution, and what this func- 
tional standpoint means in the application of the individual case. I confess 
it is difficult for me to understand what Dr. Meyer is talking about often 
simply because he does not use terms that I understand. I feel that we must 
in some way or other reach a common understanding, so that when one 
speaks of schizophrenia the other man understands what is being aimed at, 
and ultimately feels himself come down to the organic understanding. 

I want to take this opportunity to object, as it were, to a complete nihil- 
istic attitude toward diagnostic classification. Our ideas may be wrong; 
I quite sincerely believe that some of our psychoses followed to-day are 
wrong; on the other hand, we must depend to some extent on some such 
scheme so that we may understand what the other man is talking about, in 
order that our approach to the fundamental organic factors may be an 
intelligent one. 


Dr. ApotF MeEyErR.—Just a word with regard to this problem of mutual 
understanding. I am not nihilistic, nor too optimistic, but if it has not been 
my good fortune to express myself so that Dr. Orton was able to understand 
it, definite questions on his part might readily relieve any tendency to a 
lack of understanding. I want to have the formulation of any group of 
facts as nearly as possible as we find them and as we work with them. 
I am delighted with any possible discussion of the organic factors, or with 
the discussion of any definite factors, and I then put the patients into a 
group as presenting that specific factor. There is no desire to place them 
purely in the arbitrary groups. We do not want to begin with our groupings 
at the wrong end; we must begin where we can mutually understand 
them, and in this I really think that Dr. Orton cannot possibly be on any very 
different ground from that which I hope we shall be able to express in deed 
rather than in word. Some of our decisive facts may be structural—and 
discussed as such as soon as we shall be able to make them intelligible 
and reproduce them experimentally; and others will be of a functional 
order, and in that case none the less organic and structural, but best 
expressed in terms of functions and situations. 
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ACUTE PSYCHOSES WITH SYMPTOMS RESEMBLING 
DEMENTIA PRAECOX.* 
By THEODORE A. HOCH, M.D., Wavertey, Mass., 
Assistant Physician McLean Hospital. 


It is not my purpose to make a statistical review of acute 
psychoses with dementia praecox-like reactions but to call attention 
to the intricacies of diagnosis which present themselves when 
unusual syndromes are present and to review briefly a few cases 
in which the diagnosis depends partly on an understanding of the 
personality and idiosyncrasies of the patient. 

About the classical picture which characterizes a definite psy- 
chosis, there is always grouped a cluster of atypical traits, varying 
in kind, number and intensity in different individuals, or in the 
same individual at different periods of the psychosis, so that diag- 
nostic difficulties are often great, and the errors which result from 
faulty observation or wrong interpretation of isolated symptoms, 
which in the onset of a psychosis dominate the picture, are com- 
mon so that our original diagnoses many times need prompt revi- 
sion when these earlier predominant symptoms are fitted into the 
reaction as a whole. During any psychosis, and particularly dur- 
ing the formative stages before the disorder has fully developed, 
we find the patient’s ideas and his reations thereto varying greatly 
from time to time. Depressed emotional states, delusions of 
various kinds, hallucinations in any field, confusional episodes, silly 
affect or periods of exhilaration, may be found in bewildering 
array or in surprising combinations. It takes painstaking analysis 
and a considerable lapse of time before the main current is dis- 
covered and the isolated facts are properly assembled and their true 
relations established. 

The psychotic picture is undoubtedly subject to a considerable 
variation in its evolution which is dependent partly on the causa- 


* Read at the seventy-seventh annual meeting of the American Medico- 
Psychological Association, now The American Psychiatric Association, 
Boston, Mass., May 31, June I, 2, 3, 1921. 
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tive agent and on the environmental factors, and it is occasionally 
given a certain twist by accidental suggestions or happenings of 
an emotional character. Thus it has been shown, for instance, 
that under the stress and strain of war-time conditions many 
young men developed psychoses with the symptom-complex of 
dementia precox predominating, yet they made unexpected recov- 
eries when they were returned to their normal environment. Had 
these cases under normal conditions appeared in our hospitals we 
would have considered them prognostically bad and rightly so. 
Dementia precox-like reactions, hallucinations and delusions, 
commonly associated with dementia przcox, frequently confuse 
the picture in an acute psychosis. Isolated symptoms should be 
given their proper value, but no psychosis is so simple that a diag- 
nosis can be made with a certainty on the presence of some single 
phenomenon, no matter how conspicuous. Pathognomonic symp- 
toms as such can hardly be said to exist in mental diseases which are 
not of definite organic origin. The difficulty in making a diagnosis 
is especially great in early and atypical cases of dementia pracox 
and manic-depressive insanity. Sometimes the picture is so con- 
fusing that the true nature of the psychosis can be established only 
after months of observation, or as must unfortunately be ad- 
mitted after a clearing up of the psychosis, or after the appear- 
ance of positive dementing signs. Theoretically the distinction 
between the two psychoses seems simple, but practically the differ- 
entiation is often very complex. We cannot simply say that 
because of the presence or absence of certain hallucinations or 
delusions we have the key to the situation. The important thing 
is: what is the basis for these ideas? how have they evolved and 
what is their relation to the other mental symptoms? To have 
hallucinations of sight or hearing must be viewed in an entirely 
different way under different conditions. Occurring during acute 
febrile or toxic states, they are of course of no serious import. 
when found in deep confusional states, as they frequently are in 
manic-depressive psychoses of a severe grade, they are likely to 
pass away with the first sign of improvement. If present in psy- 
choses following acute exhaustion, the hallucinations are likely to 
disappear when the general condition improves, but when a patient 
hallucinates and is otherwise clear, it points of course to a splitting 
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off or disintegrating process. The same may be said of delusional 
ideas. Those that appear insidiously and develop slowly and sys- 
tematically have an entirely different meaning from those of a like 
character which are founded upon the feelings of inadequacy, self- 
accusations and self-depreciation so common in distressed states. 
The same ideas may be expressed, but the reaction to them and the 
mechanism back of them are totally different. Even with apparent 
clearness at times during hallucinatory episodes, it is not uncom- 
mon for patients during convalescence to admit that after all they 
had a distinct feeling of mental confusion and thinking difficulty 
at the time and that they could not sort out the real from the 
unreal. To put it briefly, therefore, the mere presence or absence 
of hallucinations or delusions does not speak for or against demen- 
tia preecox and, again, the actual content of the delusional ideas 
may be of less significance than the mechanism back of it. 
However, one is forced to the conviction in reviewing many cases 
that the more atypical manic-depressive cases, especially those 
suggesting strongly traits of the dementia precox character, have 
in general a more uncertain outlook, both as to the duration of the 
attack and as to the character and outcome of future attacks. 

Where the history shows difficulties in making adjustments, 
eccentricities, peculiarities in conduct, suspiciousness and other 
oddities in the make-up, these idiosyncrasies are naturally carried 
into the psychosis when it appears. Thus the personal history may 
strongly suggest dementia przecox, the delusional ideas and reac- 
tions may also be suggestive of a deteriorating type of disorder 
and yet we may be dealing with a pretty pure type of acute psy- 
chosis, such as a simple depression, into which the slightly odd 
personality has obtruded itself and has been prominent enough to 
confuse the picture. 

Out of 88 patients now at McLean Hospital with a diagnosis 
of dementia precox, 63 were so diagnosed on admission. Four- 
teen who were diagnosed manic-depressive insanity later turned 
out to be dementia przecox, and in practically all of these, demen- 
tia precox traits were so strong that the original diagnosis of 
manic-depressive insanity was made with the reservation that 
later developements or additional information might prove them 
to be cases of dementia precox. On the other hand, in only a few 
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cases where a preliminary diagnosis of dementia praecox was made, 
did the case finally turn out to be manic-depressive in type. In 
other words, where dementia przcox traits are of sufficient 
prominence to suggest themselves in an early diagnosis a guarded 
prognosis is indicated. 

In passing judgments on types of conduct and reactions which 
suggest dementia precox, it is necessary for us to inquire into types 
of reactions and adjustments which the individual has made in his 
normal prepsychotic period. A careful character study and criti- 
cal analysis of his make-up will materially aid in interpretating 
unusual conduct types and delusional trends. So often our impres- 
sions that a certain case will not do well are founded upon traits 
which superficially appear to belong to the dementia preecox group, 
but searching analysis later reveals them to be but atypical reac- 
tions depending on the bringing up, the social level, education, 
environment, opportunity, the inherited make-up and beliefs and 
superstitions. 

There are certain types of individuals who meet and overcome all 
obstacles in their developmental life and who not only make their 
adjustments in early adult life but actually attain a degree of profi- 
ciency and prominence in business or professional pursuits which 
stamp them as leaders. Suddenly, after fatigue or other stress, a 
breakdown occurs, with the early symptoms of a typical depression 
plus possible delusions and suspicions. 

In the following instance what superficially appeared like a 
manic-depressive depression coming on at the age of 40 turned out 
later to be a dementing process. The patient showed no hereditary 
taint ; she had a normal make-up and made her adjustments well. 
After becoming tired in war activities, she became sleepless, self- 
centered, restless, depressed, apprehensive and self-accusatory with 
periods of confusion and transitory hallucinations of hearing. With 
physical improvement her sleep became better and all the symp- 
toms of her depression were less in intensity when suddenly she 
began to hallucinate actively and without apparent confusion; she 
reacted to the hallucinations by impulsive violence, profanity, 
negativism and irritability. Her abnormal reactions became fixed, 
and for the past year she has shown a typical picture of dementia. 
She is resistive, impulsive, profane, violent, untidy and irritable 
with stereotypy and marked narrowing of the mental horizon. 
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A careful history and thorough clinical observation seemed to 
point without a doubt to a manic-depressive depression. The con- 
fused episodes and hallucinosis during these periods did not seem 
prognostically bad, as they are frequently encountered in depressed 
states, and only after physical improvement had taken place and 
the depression had given way to an hallucinatory irritability was 
an unfavorable outcome suspected. At an earlier age, the picture 
which is now shown would have been interpreted as dementia 
precox. The same holds true in many cases of depression with 
a late onset, which after a more or less typical course rather 
abruptly give way to stereotypies, habit formations, hallucinations, 
untidiness and impulsiveness. The resemblance to dementia prz- 
cox in these cases is so great that we are often at a loss to know 
whether we are dealing with an involutional psychosis or a late 
dementia przecox. 

This is exemplified in another instance in which a typical agi- 
tated melancholia developed in a single woman of 56. The onset 
was more or less abrupt after she had overworked and had lost 
some weight. An acute hallucinosis developed with a reaction of 
marked apprehensiveness. After a few weeks the hallucinations 
subsided, her fear gave way to irritability, the depression disap- 
peared, she showed a marked gain physically, but this hopeful turn 
of affairs soon took on a coloring of suspiciousness, delusions of 
persecution and poisoning and reference which were associated 
with her environment and from which she as yet shows no signs 
of emerging. The anamnesis in this case showed her to have 
been a healthy, normal woman, of pleasing personality with con- 
siderable musical ability who had always made her adjustments. 

Similar is the case of a woman whose early life was wholly 
normal and who at the age of 26 had completed courses in good 
colleges and held the degrees of A. B. and B.S. For 16 years she 
held a good position as librarian in an educational institution when 
she became fatigued and insidiously there came on a depression at 
42 marked by self-accusations, apprehensiveness, some agitation 
and somatic delusions. Gradually the active psychosis narrowed 
down till she became a slave of practically a single idea and the 
servant of a closely circumscribed habits of life. In each of 
these patients, the momentary impression which one gained in 
conversation with them and the observation of their conduct and 
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the reactions suggested dementia precox. Likewise one is also 
impressed with the fact that the histories showed that in each 
instance for more than 40 years they were more successful than 
the average, and displayed no psychopathic tendencies or peculiari- 
ties of make-up. In these cases whatever there was of a psychotic 
nature to suggest an unfavorable outcome was so obscure during 
the beginning of the attack that it passed unnoticed, especially 
since the anamneses disclosed no striking abnormalities. 

Another patient at McLean Hospital, who passed through a 
typical deep depression with retardation, difficulty in thinking, etc., 
had a history for nine months before the onset of the definite 
depression, of becoming suspicious and of feeling that people 
avoided her and slighted her and her children. She withdrew more 
and more and had worked out a fairly definite system of delusions. 
At that time her depression was scarcely in evidence, yet her ideas 
were undoubtedly based on certain feelings of unworthiness, and 
she discovered the slights which she expected. She made a good 
recovery with insight. She made the interesting observation after 
her improvement that she was afraid to think for fear that others 
might know what she was thinking about, suggesting that it was 
like mind reading or that her thoughts were audible to others. 
Yet these ideas, which are not much different from what in 
dementia precox is called mind reading or thought transference, 
or possibly auditory hallucinations, are usually considered prog- 
nostically bad. 

In another case an unusually complete anamnesis showed an 
individual heavily burdened with hereditary taints, including mental 
disease, alcoholism, criminality, tuberculosis, and eccentricities of 
character. The patient himself was described as being unsocial, 
pessimistic, suspicious, moody, often sullen, egocentric, at times 
untruthful, unstable and for many years strongly alcoholic, cul- 
minating just before his admission to the hospital in a typical acute 
alcoholic hallucinosis. Large quantities of sedatives for some 
weeks before the onset also contributed to the confusion. In the 
early stage of the illness, there were present certain suspicions and 
persecutory ideas. He recovered fully in a short time. His alco- 
holic delirium was typical. He is an educated man, and he has 
been successful in his work since his discharge some years ago. 
He came to the hospital with a diagnosis of dementia przcox, 
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but while he had a distinctly bad heredity and make-up, yet the 
outstanding features of excessive alcoholism and drugs were not 
apparently given their proper value. The patient now continues 
to make his adjustments and to overcome his handicaps, as he did 
in the past while preparing himself for his career. 

A more common experience is exemplified in the case of a young 
woman who is now at the hospital in an absolutely typical maniacal 
attack from which she is expected to recover. A previous attack 
two years ago of about six months duration, however, strongly 
suggested dementia precox. She had a bad hereditary history 
and an impressionable, unstable, self-centered, emotional and hys- 
terical make-up. Her first attack was characterized by hallucina- 
tions, stereotypies, inaccessibility, lack of initiative, mannerisms, 
grimacing, negativism and ideas of influence and thought trans- 
ference. At times there were short outbursts of violence, and 
after six months recovery took place preceded by a short typical 
hypomaniacal state. 

In the last case we are dealing with a psychoneurotic young man 
with a make-up which is timid and fearful, who was self-centered, 
never at ease with people and depended upon others for support 
in all things. He was unable to make decisions and always had 
difficulty in making adjustments. He had a shut-in personality, 
was bashful, seldom mingled with his classmates at college and 
had no intimate friends. After his entry into military service he 
became tired, neurasthenic and depressed. Then he became intro- 
spective, blue and self-accusatory. During his stay at the hospital 
he was very impulsive and suicidal. After about four months he 
improved. He went home where he finished his convalescence. 
He then took up his college course which was interrupted by the 
war, made his adjustments at school, finished his studies and 
finally realized his ambitions. He had a bad make-up. The 
depression was very atypical. His prepsychotic history was sug- 
gestive of dementia przcox, yet all his symptoms could be accounted 
for on the basis of his melancholy state of mind and on his self- 
blame and the unusual reactions to his ideas were the result of his 
timid and unstable personality, while the environmental factors 
at the onset furnished the material for the content of his ideas. 

Thus we could go through the entire list of acute toxic and 
functional psychoses and find among them many suggestive and 
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bad traits. which when they have stood the test of a careful analy- 
sis of the personality, are reduced to simple and readily under- 
standable clinical variations. 


DISCUSSION. 


Dr. Cortat.—I was very much interested in what Dr. Hoch had to say 
concerning the schizophrenic reactions because his statements show the 
difficulty of diagnostic and prognostic problems, as those who are in private 
neuro-psychiatric practice know. The most important problem is in the 
question of diagnosis in these acute cases which show schizophrenic reactions. 
That brings up the most important question of all in neuro-psychiatric 
work—the question of recovery in those acute cases which clearly show 
schizophrenic reactions. How do these cases get well? Is there an actual 
real recovery, and can this complete recovery take place spontaneously ? 
Now, spontaneous recovery, as I understand it, means resolution of the 
conflict in the unconscious, and takes place in several ways: first, by 
evasion of the complex; second, by correction of the delusions; third, by 
resymbolization. When any of these three take place in the acute psychosis 
there is no complete recovery in a purely fundamental sense. The case is 
likely again to show at some future time the same acute psychosis with 
the schizophrenic coloring. It appears to me that the only recovery that can 
be called a recovery, is a breaking up of introverted attitude of the 
schizophrenia; therefore, the only recovery that can be a recovery is that 
in which there is a return to reality and to normal social adjustments. We 
must remember, therefore, that in these acute cases showing schizophrenic 
reactions, after recovery takes place, that this so-called spontaneous recovery | 
is merely on the surface. Until that patient is made fully aware of his 
conflicts; until it is pointed out to the patient, through an analysis, that his 
resolution of the conflict is necessary, there is always a danger of having a 
future attack, and I do not believe that any of these acute psychoses can be 
termed absolutely recovered if they are allowed to spontaneously recover. 


Dr. Hocu.—I have nothing further to add, excepting to say that I did 
not wish to imply that these were cases of dementia praecox that had 
spontaneously recovered. They were cases more particularly of other 
psychoses in which the affective of the personality had so cleared the picture 
that there were certain schizophrenic reactions, which, after the psychosis 
itself disappeared, also disappeared spontaneously, and I think they will 
probably stay away until the patient again breaks down, if he does. 
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THE IMPORTANCE OF ENDOCRINE THERAPY IN 
COMBINATION WITH MENTAL ANALYSIS IN THE 
TREATMENT OF CERTAIN CASES OF PERSON- 
ALITY DEVIATION.* 

By EDITH R. SPAULDING, M.D. 


It is with the group of cases in which other organic disease has 
been as far as possible ruled out but which still show the presence 
of glandular imbalance that we are primarily concerned in this 
paper. At the present time the patient who suffers from an endo- 
crine disorder which is associated with mental symptoms, rarely 
is given the benefit of both glandular treatment and a mental 
analysis, utilized concomitantly as necessary elements of a rational 
scheme of re-education. The endocrinologist, even though he may 
appreciate the close relationship between the personality and the 
glands of internal secretion, is anxious to control his treatment and 
estimate its results by eliminating as many confusing factors as 
possible. If the case shows signs of glandular imbalance which he 
considers sufficient to cause the mental symptoms, he naturally 
enough wishes to show the value of endocrine therapy alone in 
correcting the condition. The psychiatrist who approaches the 
problem from the point of view of its psychogenesis is, on the 
other hand, usually able to find sufficient cause in the life expe- 
riences of the patient and in his adjustment to them to account for 
much of the abnormality found. Even as unsubstantiated as some 
of the psychogenetic theories may still be considered by certain 
physicians, the psychiatrist may criticize, to even greater extent, the 
supposed rationalizations of the endocrinologists. Many psy- 
chiatrists will prefer to trust the known uncertainties of the mental 
theories than to risk, what seem to them, the unknown uncertain- 


* Read at the seventy-seventh annual meeting of the American Medico- 
Psychological Association, now The American Psychiatric Association, 
Boston, Mass., May 31, June 1, 2, 3, 1921. Published simultaneously in the 
Medical Record, January 14, 1922, by arrangement. 
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ties of the endocrine theories. Furthermore, the amount of time 
required to enable the examiner to consider either aspect of the 
situation thoroughly is so great that it may easily be made an 
excuse for having but one aspect considered at a time. For the 
endocrinologist has not often the time to devote to the intensive 
delving into the past that is necessary in a thorough mental analysis, 
while the psychiatrist as well as the patient may consider the exten- 
sive metabolic studies and X-ray examinations an unnecessary 
luxury. 

If the psychiatrist is not familiar with the practical application 
of glandular therapy he will doubtless feel the need of consulting 
the endocrinologist, in which instance he may fear a division of the 
“ transference ” and a consequent lessening of his power to obtain 
results on a purely mental basis. For these as well as for other 
reasons the patient is but too often treated from one point of view 
or from the other only and even when both forms of therapy are 
utilized, they are seldom used synchronously. Again there is among 
the general practitioners as well as among the various specialists, 
much prejudice to be overcome, which prevents in many instances 
the thorough utilization of either of the two forms of treatment. 

While the experimental work that has already been done has 
shown the close relationship between the emotions and the glands of 
internal secretion, it has not been carried far enough to give in 
many instances a satisfactory basis for treatment. It is probable 
that from the involved and obscure nature of the problem it will 
always be necessary to base therapy to a certain extent on data 
obtained empirically. However, the fact that certain relationships 
between the sympathetic nervous system and the emotions are found 
to be fairly constant gives in itself a basis on which to build, while 
the therapeutic results already obtained in definite conditions such 
as myxedema, hyperthyroidism, hypopituitarism and status thy- 
mico-lymphaticus suggest a promising foundation for the treat- 
ment of the innumerable deviations which individual cases present. 

While a close relationship is recognized in such types as these, 
between the emotions and the vegetative nervous system, a similar 
relationship of great importance is also observed between the 
vegetative nervous system and the personality development. For 
instance, in the hyperthyroid condition there is often found a slug- 
gish mentality and slow physical response while the overactive 
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mental state and rapid physical response is associated with the 
hyperthyroid condition. Associated with such increased activity 
are frequently found fears and apprehensive states, great suscepti- 
bility to noise, and periods of excessive fatigue when the too quickly 
used energy is exhausted. With the resulting temperament there is 
great difficulty in making the adjustments of everyday life. Such 
patients soon lose confidence in themselves when they realize the 
erratic things they do and say when under the tension of their over- 
activity ; and their physical and mental incompetence, when the fire 
has burned out and they show temporarily a glandular under- 
activity, is equally undermining to their fund of courage. 

Again, in the Froelich type of dyspituitarism as well as in certain 
other types of glandular imbalance, the secondary sex characteris- 
tics of a reversive type are frequently associated with the mental 
characteristics and tendencies which correspond. The boy is soon 
known as a sissy among his playmates. He is not up to the stand- 
ards of the others in sports. He seeks the protection of his home, 
oftentimes of his mother, or he tries to compensate for his inade- 
quacies through books or the world of his imagination and emotion. 
Later on in life such types are found making difficult marital adjust- 
ments or perhaps experiencing emotion only for members of their 
own sex. While the Freudian theories will undoubtedly explain 
and help in untangling certain types of homosexuality there are 
others that may be explained by glandular deviations. Such per- 
sonalities may easily feel that society is failing to give them a fair 
deal since their spontaneous emotions are facilely dubbed per- 
versions. 

According to Timme there is frequently associated with hypo- 
pituitarism a lack of inhibition of the emotions. Such cases show 
excitement on little cause which alternates with sluggishness, fre- 
quently have phobias and compulsions, such as kleptomania, and 
show moral and sexual obliquities. 

In cases which habitually have low blood pressure, inadequate 
circulation, frequent headaches perhaps migrainous in type, enter- 
optosis with insufficient intestinal activity, and great fatigability, 
it is quite natural that there should follow a feeling of general 
inadequacy in meeting the problems of life and making adjustments. 
The attitude that results is not one which welcomes difficulties but 
rather one which more and more tends to establish protective 
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mechanisms until the individual’s activities are limited to the nar- 
rowest possible circle of physical, if not also of mental, endeavor. 

These are a few of the more obvious situations in which there 
appears to be a close relationship between glandular imbalance and 
personality development. Adler has pointed out the many traits 
that may result from glandular inadequacy and the various adap- 
tive mechanisms to which the child resorts in his efforts at com- 
pensation. Other aspects of the inter-relationships have been 
shown, but there still remains an almost unexplored field in the 
study of personality to be reached by the psycho-physical route. 

The following five cases are cited to demonstrate the value of 
endocrine therapy together with mental analysis in (1) a case of 
manic-depressive psychosis, (2) a psychopathic personality with 
episodal attacks, (3) a psychoneurosis showing anti-social ten- 
dencies, and (4) a case showing emotional imbalance in a girl who 
had utilized physical conditions in which there was a glandular 
element to protect herself against unpleasant social situations. Iam 
indebted to Dr. Elizabeth Sullivan for help in compiling the follow- 
ing histories: 


CasE 1.—Miss S., aged 17, presented a mild depression of the insufficiency 
type with some physical and mental inadequacy, mental retardation, 
decreased psychomotor activity, suicidal ideas, and ideas of self-accusation 
and self-depreciation. There was gradual improvement and finally com- 
plete recovery following the combination of glandular therapy and mental 
analysis. The patient had three depressive attacks, two of which were 
precipitated by mental stress and one by influenza. There was a history of 
irregular menstruation, inadequate intestinal action and great fatigability. 

The physical examination showed a girl of small stature, small hands 
and feet, small blood vessels, and hyperextension of the joints. Examina- 
tion of the blood showed the sugar content to be 108 milligrams per cubic 
centimeter. The coagulation time of the blood was Ir minutes and the 
carbon dioxide combining power of the plasma was 61.7 per cent. The 
differential cell count showed polynuclear neutrophiles to be 44.4 per cent, 
small lymphocytes 46.6 per cent, large mononuclear lymphocytes 3.8 per 
cent, and eosinophiles 3.2 per cent. The blood pressure was 110/80. The 
X-ray examination of the skull showed a normal sella turcica. The increase 
in coagulation time, decreased leucocyte count and increased lymphocyte 
count in an absence of organic disease, the history of irregular menstrua- 
tion, inadequate intestinal action, fatigability, and the low blood pressure 
were some of the symptoms that point to a disturbance of glandular activity. 

This case was considered one of hypopituitarism in which there had also 
been a subinvolution of the thymus. In spite of the psychogenetic factors 
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which called for a rather intensive and extensive course of mental analysis, 
the mental sluggishness was helped by the administration of whole gland 
pituitary. During the year that this patient has been holding a position of 
responsibility in the community, the mental retardation has tended to recur 
whenever the pituitary has been discontinued for any length of time. 


Case 2—Margaret B., aged 14, who presents a combination of physical, 
mental, and endocrine symptoms, is a defective, psychopathic girl of four- 
teen who was subject to daily episodal attacks of excitement which were 
precipitated chiefly by her inability to have her own way. Although the 
constitutional defects in this case must be regarded as of importance, the 
social behavior was aggravated by an injudicious home training. 

This girl was brought reluctantly by her mother because of her increas- 
ing number of tantrums and screaming attacks, her violent temper and her 
assaultiveness. The family were afraid that she would do some permanent 
injury to her younger brother and sister whom she had often kicked and 
attacked with heavy sticks of wood. She injured herself by biting, pound- 
ing her legs and breasts, and sticking a small nail file into her breasts, all 
to gain her mother’s sympathy. The mother admitted that the child mas- 
turbated excessively. 

The family history showed a tendency to thyroid and pituitary disorders 
although there were no other cases of mental defect. 

As a child the patient was never as strong as her two sisters and her 
brother, her musculature was not well developed, and at an early age an 
internal strabismus was noted The general feeling of the family is that 
she was not normal from birth, and although she did not cry much, she 
slept little. At three and one-half years she was hit by a speeding automobile, 
had a fractured clavicle, and was unconscious for a short time. When five 
years old she was operated on, with rather poor results, for strabismus but 
refraction has tended since then to decrease the defect. There was a history 
of chronic intestinal stasis with distension and much mucus in the stools. 
The periods of irritability were aggravated by the intestinal condition. The 
voluntary retention of urine was also a factor in her irritability. 

Physical examination showed a girl 14 years of age who was nearly 6 feet 
tall and much over-developed sexually. There was over-development of the 
bony structures, disproportion in the leg-torso ratio, long thin hands and 
feet, a nasal brow, absence of one lateral incisor, slight facial acne, oily 
skin, excessive perspiration, cold bluish extremities, hair of coarse texture, 
a hairy growth on the extremities, a masculine distribution of the pubic 
hair and tendency to mustache. The thyroid was enlarged and there was a 
tremor of the hands and a rapid pulse, which increased with exertion and 
apprehension and was associated with no organic heart lesion. There was 
cessation of the menstrual period for several months at a time. On stroking 
the chest there was a marked red line with a pronounced white border. 
The psychomotor coordination was exceedingly poor. 

Examination of the blood showed a high color index and hemoglobin 
content although the patient looked anemic at times and was especially 
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pale after exertion and fright. She showed a fatigability out of pro- 
portion to her robust appearance. The cell count showed an increase in 
large mononuclears and a decrease in polynuclear leucocytes. The blood 
sugar was 1.33 per cent and the carbon dioxide tension was 60 per cent. 
X-ray of the skull showed a slightly enlarged sella turcica with marked 
erosion of the dorsum sella. The blood Wassermann and Wassermann 
of the spinal fluid were negative. 

According to the Binet Simon scale the patient graded eight years and 
six months while her chronological age was thirteen years and eleven 
months. This gave her an intelligence quotient of .65 which placed her 
in the feeble-minded group. Margaret showed considerable ability in 
drawing and much appreciation of good music, both of which traits could 
be utilized to advantage in her daily schedule. A psychological examina- 
tion at the end of three months training and treatment showed that she had 
gained six months in mental level. and gave evidence, besides, of much 
improvement in attention, effort and judgment. 

Although there was evidence of much glandular imbalance in this case, 
the endocrine factors were considered by the endocrinologist who saw her 
as a small part of the cause of the total picture. (Margaret threw herself 
on the floor in rage during the consultation when she felt that sufficient 
attention was not being paid her.) However, without the help that was 
received from counteracting the overactivity of the thyroid, the task of 
reconstruction would have been even more difficult than it was. 

During the first few weeks of Margaret’s residence with us it required 
continual effort to prevent situations from occurring which would precipitate 
tantrums. She was in a constant state of restlessness and irritability, and 
frequently expressed the desire to be at home where she “ would not have 
to behave,” and where she could have her own way. During this time she was 
untidy in her habits, considering the most primitive of acts the greatest 
possible joke. When reprimanded for something she was doing she would 
scream loudly and continuously, throw anything within reach, especially 
hair brushes, pound herself and threaten to cut off her breasts. 

The most important part of her re-education was the facing of each 
situation as it arose every minute of the day. Wet packs proved helpful 
and deprivation of privileges contributed their share toward correcting the 
screaming and assaultive behavior, the self-mutilation, the teasing and the 
incessant repetition of questions and answers, all of which had been 
used as secondary mechanisms to obtain what was considered unobtainable 
by less forceful methods. 

The episodes of excitement decreased very gradually until from being 
almost continuous she was having only one a day and, at the end of her 
residence with us, none. As the improvement continued it was possible to 
keep her up to a higher standard of behavior and help her to face greater 
issues. There was a definite improvement in psychomotor coordination and 
in posture. The educational procedure utilized in this case besides academic 
work was gymnasium, typewriting, piano playing and dancing. 
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With the treatment administered the pulse came down from 120 to 8o, 
the palpitation decreased, there was much less dyspnoea, the pink line on 
the chest became less intense and the white border less marked. The blood 
pressure was reduced from 128/85 to 110/80. More important still was 
the fact that the general mental and physical tension decreased. The 
patient was not so apprehensive at night and when walking through traffic. 
Furthermore, there was not so much actual distress at noise. The sleep 
was increased from four or five hours to nine or ten. The sedatives which 
were used in the beginning seemed to have little effect and were soon 
discontinued. 

While this case presented a congenital defect the cause of which could 
not be determined, the re-educational procedure that proved most beneficial 
was one which took into consideration both the endocrine imbalance and 
the need of mental therapy. 


CASE 3.—Mrs. M., a woman of forty, was referred because she had taken 
small amounts of money and articles of clothing from the home in which 
she was employed as a matron. She was also found to be corresponding 
rather energetically with a married man whose wife objected. 

The patient had slept but a few hours each night for a period of months 
and had had continual headaches with migrainous crises, very severe in 
nature at frequent intervals, irregularities of the menstrual function and 
a continual feeling of tension, hot flashes, palpitation, and apprehensiveness. 

Physical examination showed a fairly well-developed woman of the tall 
thin type. The eyebrows showed very perceptible thinning over the outer 
third. The teeth of the lower jaw were crowded. The pupils were large 
and reacted slowly to light. The reflexes were exaggerated and there was a 
tremor of the hands. The blood pressure was 160 systolic and 110 diastolic. 
The Wassermann of the blood, the blood count and the urine examination 
were negative. 

X-ray of the skull showed the sella turcica to be of average size with 
no visible erosion. There was, however, a tipping forward of the posterior 
clinoids. There was a marked limitation of the visual fields, most marked 
in the left temporal region, which improved under treatment. The patient 
complained of unconsciously walking toward the left on the sidewalk, a 
symptom which disappeared as the condition improved. The fundi were 
normal. Timme has reported a case of dyspituitarism * similar to this in 
which there was limitation of the fields which responded to pituitary feeding. 

The following social history was obtained. The patient was a widow with 
two children who were dependent on her for support. Her husband had had 
tuberculosis of the larynx, had been alcoholic the last years of his life and 
finally after months of threatening, had committed suicide by turning on 


*Timme, Walter. Dyspituitarism with limitations of the visual fields; 
symptoms disappearing under the use of internal glandular therapy; with a 
return of the visual fields to normal. Contributions of the Neurological 
Institute, Vol. III, Page 151. 
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the gas. He had had during their entire married life nocturnal epileptic 
attacks following which he had been irrational and had clutched at her 
wildly filling her with terror. All of this she kept to herself, being 
ashamed to admit it even to members of her family. She had devoted 
herself to him hoping that she might be able to protect him and his reputa- 
tion from them all. She was, furthermore, a very repressed person who 
still felt inhibited in the presence of her mother, had never been able to 
make a satisfactory marital adjustment and was over-conscientious in 
most of her judgments of life. 

Following her husband’s death she had indulged the maternal instincts, 
that were not exhausted in the care of her children and the babies in the 
home, by listening to the domestic difficulties and business troubles of a man 
who had been a family friend. The friendship had no further emotional 
content than this notwithstanding the fact of its being the source of some 
discomfort to the wife. It was easily abandoned. In spite of much economy 
and hard work it was difficult to make ends meet in caring for her family, 
for besides the regular expenses there were debts of her husband’s that 
she dreaded to have known and was trying by degrees to pay off. The com- 
bination of physical and mental pressure was so great that she lost her 
sense of proportion and was tempted to take things to help out the home 
situation, acting in a way that was incompatible with the type of woman 
she represented. 

lt is doubtful if either mental analysis or endocrine therapy alone would 
have helped to regain her social equilibrium. The pain in the head and 
associated feelings of confusion responded to endocrine therapy (pituitary 
and corpus luteum being utilized with sodium bicarbonate) and the feelings 
of tension, the sleeplessness and the vaso-motor disturbance disappeared. 
It was possible through mental analysis to give great relief to this woman 
who had repressed her emotions to such an extent since her earliest child- 
hood. As she said, “I suppose the medicines do good” (she had a strong 
prejudice against them) “but it is the talks that seem to help me most.” 
Considering the improvement in the visual fields as well as in the other 
subjective symptoms, it may be inferred that the physical help was quite 
as important as the mental therapy. 


The following case was referred through the courtesy of Dr. 
Ludwig Kast to whom I am indebted for permission to make use 
of his records in this paper. 


Case I1V.—Elizabeth F., a girl of fourteen, had had intestinal attacks 
causing such distress that it had been necessary for her to leave boarding 
school. As the attacks recurred when she was separated from her family, 
she had remained at home most of the school term where she had frequent 
tantrums and had even thrown books at her mother of whom she was exceed- 
ingly fond. One year previously she had on two occasions set fires, which 
nearly resulted seriously. 
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The following history was elicited. Ten years previously the mother had 
become somewhat estranged from the father and had made up her mind to 
devote her life in the future to her two daughters. As she expressed it, 
she gave to the older all her intellect, to the younger all her emotion. 
Elizabeth, who was the younger of the two, grew up in the warmth of this 
great emotion and, furthermore, was able to obtain whatever she wished 
from both parents. There existed with Elizabeth, however, considerable 
jealousy of the older sister who was closer to the father in her sympathies 
than Elizabeth was. Early in life she learned that she could rule her 
parents through her emotions, and she continued to take advantage of this 
until the maelstrom of her adolescent emotions became so great that it was 
no longer easy to separate cause from effect. After the fires occurred she 
was examined by a psychologist who advised her going away from the 
family and especially from the mother. She was consequently sent to a 
summer camp but for one month only. She then went away to boarding 
school. While there, however, she cried most of the time and was very 
dependent on the daily letter she sent home. She admitted that she missed 
greatly the constant demonstration of affection with which she was sur- 
rounded when at home. 

Her menstruation stopped for a period of three months and she began to 
have intestinal attacks in which there was intestinal stasis associated with 
distension. Cathartics and enemata were of no avail. It seemed necessary 
for her to return to her mother which was the thing above all others in 
the world that she desired. Fearing that she might have a return of the 
symptoms the parents allowed her to remain at home for four months of 
the term. 

Physically Elizabeth presented symptoms of glandular imbalance includ- 
ing some of the characteristics of hypopituitarism. She was small and 
stocky in build having gained some forty pounds in weight during a short 
period following an operation for appendicitis. The eyes were somewhat 
near together and there was a tendency to a nasal brow. There was some 
disproportion in the leg-torso ratio. On stroking the chest there was but 
a faint pink line. There was a history of urticaria, nose bleeds, extreme 
fatigability, painful and irregular periods from the time menstruation 
was established and intestinal attacks which increased in severity during the 
menstrual period. She also showed a predisposition to frequent infections 
of the respiratory tract. The appendix had been removed two years pre- 
viously but no adhesions or constrictions of the intestines could be found 
by X-ray or seen fluoroscopically. The sugar content of the blood was .94 
and the hemoglobin was .75. The other laboratory tests were all negative. 

Intellectually Elizabeth was fourteen months retarded which gave her 
an intelligence quotient of .g1. Although she had moved much from 
school to school it was in the tests of native ability and those requiring 
reasoning power that she did poorly as well as in those that were dependent 
to some extent on training. 
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In this case there apparently occurred, because of the extreme homesick- 
ness from which the girl suffered, a general glandular inactivity which was 
evidenced by the cessation of the menstrual periods as well as by the intes- 
tinal inactivity. The girl’s early history gave evidence of a predisposition 
to glandular imbalance. When a means of escape from an intolerable 
situation was presented through physical symptoms they were magnified 
more or less consciously until they became a means to the end desired, 
namely, again living in the atmosphere of intense emotion and adoration 
offered in the home. 

Elizabeth was given small doses of pituitary with the result that for the 
first time in months her digestion returned to a normal condition. When 
this excuse was removed she was helped to see how much was to be gained 
by returning to school in the way of preparation for a course in nursing 
later on. Elizabeth then made a satisfactory adjustment at school for the 
first time stating that the thing that helped her most was looking forward to 
the time when she could become a nurse. Her mother was made happier 
than she had been for years because of her attitude when she returned from 
school. Although the improvement is marked, a plan of procedure has been 
mapped out for the next two years which will help her keep her balance 
through the difficult years of adolescence. The glandular therapy is being 
continued with the same good results. 


A case similar to this, also referred by Dr. Ludwig Kast, was 
that of a boy of nine, who made use of an intestinal condition in 
the same way in order to avoid an intolerable situation in his school 
by exaggerating his symptoms which were definitely physical in 
nature. He had remained at home most of the winter. Tle, too, 
admitted frankly that his symptoms would not have been sufficient 
to keep him at home, had the school situation been a pleasant one. 
There was evidence of glandular imbalance in this case as well, and 
correlated with it, a strong tendency to compensate through a world 
of imagination for the everyday adjustment with his schoolmates 
which he found too difficult to make. 

In such cases as these the underlying physical inadequacy is too 
often underestimated in its effect on the social life of the child. 
The greatest possible emphasis should be laid on the social adjust- 
ment which is necessary to counteract in the most constructive way 
any associated feelings of inferiority. 


CONCLUSIONS. 


There are a large number of psychoneurotics and social deviates 
of various kinds who have been socially inefficient for years. They 
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have gone from medical man to surgeon, from neurologist to psy- 
chiatrist, but have failed to regain their nervous equilibrium because 
their need has been so definitely twofold in nature. For when their 
glandular balance has been recognized, the fact has not been appre- 
ciated that they have formed compensatory mechanisms and con- 
ditioned reflexes that must be treated from the mental side alone. 
It is only when the twofold adjustment is made that they can reach 
their highest degree of efficiency as intergrated personalities. 


DISCUSSION. 


Dr. Otiver—I have some of the same emotional reactions which Dr. 
Spaulding has mentioned—especially a feeling of “ inadequacy” in attempt- 
ing to discuss her paper, I suppose that I shall try to “compensate” by 
using a great many words which do not mean very much. Her paper has 
been a great help and encouragement to me, for it does help, to find some 
one working in another field who comes to more or less the same con- 
clusions which you have reached yourself. During the last talk that I had 
with the late Dr. Southard, three years ago, he said to me: “ The time is 
coming when there won't be any psychiatrists or psychologists left. The 
endocrinologist will eliminate us all. He will take all your ‘ mental diseases,’ 
and explain them on the basis of misbehaving ductless glands and will cure 
them.” It looks as if this prophecy is to be fulfilled. But not for a long 
time yet. Nevertheless, it is a great satisfaction to know that Dr. Spaulding 
has reached her conclusions from certain definite cases, and that she has 
seen the necessity of not laying too much stress on one side of the question. 
She has recognized the importance of mental care of analysis and of mental 
re-adaptation, together with polyglandular therapy. We all err by giving 


‘ 


too much value to one particular element in our problems. One of the 
many things that I admire in Dr. Spaulding is her own mental balance in 
not allowing herself to be drawn too far away in any one definite direction. 
She has presented a balanced statement of endocrinological treatment on the 
one side, and of the value of mental analysis on the other. This reminds 
me of a prominent man in New York who constantly deals with difficult 
cases of delinquent boys. He told me: “I use mental readjustment by 
giving my boys ‘big brother’ talks. But I find that although this helps, 
it does not really complete the readjustment of a difficult personality. J 
have discovered that I must go to the doctor—to the physicians that you call 
‘ductless gland doctors’—and must have my case treated by him. My 
talks and my mental care combined with what the doctor can do, usually 
are able to reconstruct my most difficult cases and put them back into the 
proper adaptation with society and with their social duties.” 


Dr. Mitter.—I have been observing for the past two years the work of 
Dr. Timme and his co-workers on endocrinology at the Neurological Insti- 
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tute in New York, and I want to state that they are taking this problem 
very seriously. They are approaching it in the manner you have observed 
in Dr. Spaulding’s paper, and they are getting results. This is a very 
important field of investigation which we have somewhat neglected, which 
is of interest, not only to those working with congenital and early defects, 
but also to those who treat the insane. It strikes me that the underlying 
motive in these sessions is the fact that we are not trying to get our results 
by going along one line of investigation; that we are broadening out and 
are willing to accept what is being done along various lines: The psycho- 
genic, the physical side, the anatomical side, the endocrinological side. 
There is a large field for investigation along these lines and we should 
take advantage of it. We are broadening out and looking for results from 
various angles of approach. The importance of the paper is that it 
demonstrates the significance of endocrine disturbance in types of cases 
which we formerly might have overlooked as endocrine cases. 


Dr. MENNINGER.—I want to call attention to the fact that Dr. Spaulding’s 
excellent paper absolved her from the crime of absolutism since she assumes 
as a fact that other things may enter the human system besides complexes. 
It seems that this very pragmatic point of view, which I am going to try 
to expand on the board in diagrammatic form, as a tri-dimensional concep- 
tion of psychiatric study. 

(Remainder of discussion illustrated on blackboard.) 


Dr. SPAULDING.—I should like to say that the scheme which Dr. Menninger 
has just presented makes it possible to express the difference between the 
cross-section of a glandular case found at a given period of its development 
and the life history which has preceded it. It is important to remember that 
even though several cases may present the same clinical picture at the same 
time, their journeys to the condition attained may have varied greatly. 
Furthermore, certain symptoms that represent a pathological condition in 
one patient, in another may represent a physiological attempt at over- 
compensation which has brought the patient to a state of glandular 
balance. It is this very complexity in the significance of individual symp- 
toms which is responsible to a large degree for the intricacy of the entire 
problem of endocrinology. 


DEMENTIA PRASCOX AND THE ADOLESCENT PSY- 
CHOSES FROM THE ORGANIC VISCERAL VIEW- 
POINT AS REGARDS PROGNOSES AND THERAPY.* 

By DR. DANIEL J. McCARTHY, 

Professor of Medical Jurisprudence, University of Pennsylvania; Neurolo- 

gist to St. Agnes Hospital, and The Philadelphia General Hospital. 


This paper will include a study and classification of the ado- 
lescent insanities as worked out from the viewpoint of underlying 
toxic factors. The practical results from a therapeutic standpoint 
are based upon such a classification. The fundamental grouping 
of the psychoses of adolescence is into (a) a degenerative group, 
and (b) a non-degenerative group. 

The latter group which we would consider the curable group 
under proper conditions of therapy we would further sub-divide 
into: 

(a) Those whose toxic factors were dependent on pulmonary 
disease, at the first development period, leading to constitutional 
and endocrine disturbances at the adolescent period. 

(b) The syphilitic group when early acquired, or inherited 
syphilis produces a similar reaction as in (a). 

(c) Steadily progressive infections in the early adolescent 
period, belonging in a general way to the focal infections, and 
leading to reactionary states in the endocrine field. 

(d) Non-determined infections with thyroidal disturbances. 

(e) Stress reactions in the moron groups, due either to infec- 
tions or overload leading to a precox syndrome. 

The therapeutics of the various mental states, is determined by 
an intensive study of the above factors. 

In a discussion of the adolescent insanities and their curability 
it is necessary to keep in mind that we are dealing with a subject 
somewhat broader and more inclusive than dementia precox and 


* Read at the seventy-seventh annual meeting of the American Medico- 
Psychological Association, now The American Psychiatric Association, 
Boston, Mass., May 31, June 1, 2, 3, 1921. 
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manic-depressive insanity. It is just this group of border-line 
phychoses, 7. ¢., border line between the dementia precox group 
and simple types of toxic and other psychoses that makes it diffi- 
cult to speak definitely and in percentages as to the curability of 
dementia precox. In addition to this difficulty there is that unde- 
fined group of mental cases that are neither dementia przecox nor 
manic-depressive, and yet may with reason be classed as either 
the one or the other. 

It is not the function of this paper to define these types of 
mental disease. I think that all alienists will recognize easily, 
and agree with each other in certain typical cases of dementia 
precox ; this is equally true of cases of manic-depressive insanity. 
One may on the other hand go far afield in making a diagnosis in 
certain ill-defined cases that approach the classic picture. Schwab, 
some years ago, pointed out that all or nearly all the symptoms of 
dementia przecox could be found in embryo in the normal adoles- 
cent. Buckley has recently called attention to this. We find 
from this as a starting point that the accentuation of any one of 
these symptoms may lead to marked conduct disorders. From 
the boy at college who becomes so introspective to the shade of his 
hair as to lead to neglect of his work and withdrawal from his 
companions, to the fully developed przecox is a wide gap that needs 
filling in our nosology and a more thorough understanding in 
relation to the fully developed adolescent insanities. 

It would be interesting to take a thousand individuals at matur- 
ity and determine how many perfectly normal men and women 
had symptoms that led to change or alteration of conduct, and 
led to some extent to an alteration of their future life. I feel 
sure from my own experience that we would find a fairly large 
number. The great majority of these balance themselves without 
outside assistance. It is only when a definite dissociation of per- 
sonality occurs that the cases find their way to the doctor’s office. 

We could classify the definitely pathological group into: 

(a) Those whose symptoms are referable to introspection con- 
cerning some personal physical characteristic. 

(b) Those where problems of a neuro-sexual nature are the 
disturbing factors. 

(c) External problems in relation to family affairs leading to 
a feeling of instability in reference to life and other matters. 
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(d) Visceral disease, with an attempt at adjustment for insuffi- 
ciency, either in purely social matters, at school or in business 
affairs. 

In all of these a psychological bloc of more or less consequence 
occurs. These cases all become of serious import, when the intro- 
spection and the attempts at self-analysis lead to such failure of 
attention as to make further constructive work at school or in 
business impossible. The mind drifts away from the work, and 
cannot be brought back either by conscious effort or external dis- 
ciplinary measures. The boy or girl may finally arrive at the 
stage where they refuse to leave their room, sitting for hours star- 
ing into space, refusing to make the effort to take food or exercise. 
Objectively these cases resemble the primary dementia of Wer- 
nicke and yet present a simple problem of therapy. 

It is only when two factors are continuously at play that these 
cases assume such serious import as to constitute a continuing 
complex problem of therapy. These are a fundamental instability 
and a continuing intoxication. Both of these factors are inter- 
changeable as to intensity and effect. A continuing intense intoxi- 
cation may cause derangement in a relatively normal mentality ; 
or a relatively slighter continuing intoxication may cause an 
equally intense psychoses in a brain sensitized by disease, defect 
or bad heredity. 

When these factors are at play we approach the problem of 
dementia precox. <A certain group of these cases if permitted 
to continue develop into typical classic precox. In any one case 
it is impossible to say what would be the eventual outcome. I am 
not here referring to that type of case which presents all the 
classic symptoms of dementia precox early in the disease but the 
vague adolescent psychoses that resemble in their development 
the more slowly developing group of precox cases. The funda- 
mental problems of therapy do not differ essentially in the two 
groups. Whether we are dealing with an adolescent psychosis 
that belongs evidently to the precox group, or one that is prac- 
tically such, it is necessary to have some understanding of the 
factors that are producing the mental disease. 

I lay down for myself the principle that in a human being who has 
functioned normally to the 15th, 18th, or 24th year of life and 
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then becomes deranged, there must be something more at work 
than a purely psychologic factor. If I am going to get any result 
from treatment of such an individual I must find out what has 
gone wrong, what is the source of the intoxication or other drag 
producing the condition, and to base my therapy upon some work- 
ing hypothesis consistent with modern scientific medicine. 

In other words the fundamental problem of therapy is the diag- 
nosis of the case; not of the type of insanity, but the diagnosis 
of the entire machine, with an estimate of the functional efficiency 
of every important organ of the body as far as this can be secured. 
In these adolescent insanities, as indeed in all types of insanity, we 
concern ourselves not with the type of mental disease so much 
as with: 

(a) The physical machine as a whole. 

(b) Disease and physical damage of organs. 

(c) Functional derangement of viscera. 

(d) An estimate of the effect of these on the nutrition of the 
brain through damage to its nutritional medium (the blood) by 
alteration in its content (anemia, etc.), or by the addition of toxic 
material from one or more organs. 

(e) Psychogenic factors. 

(f) Mental symptoms. 

When all of this information is at our disposal the case auto- 
matically classifies itself for therapeutic purposes. 

My attention was first called to the influence of visceral factors 
in mental disease and particularly in the adolescent insanities in 
the study of the effect of tuberculosis on the nervous system. At 
the Henry Phipps Institute cases of neurasthenia that I had seen 
treated years before at the Orthopedic Hospital by the Weir 
Mitchell School presented themselves as fully developed cases of 
tuberculosis of the lungs, and some of these cases at autopsy 
showed evidence of a disease of long standing as the source of 
their nervous disease. In the wards for advanced dying cases, 
as the case progressed to advanced anzmia, emaciation and mixed 
toxemia we could follow, in some cases, from month to month 
the advance from a normal mentality, to suspicion, transient, and 
finally firmly fixed delusions of persecution. 

In an intensive study of mental states in tuberculosis, I was 
convinced that some of the adolescent mental states met with in 
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sanitaria for early tuberculosis were the result not of the lesion 
of the lung, which often as not was negligible and frequently not 
active, but the result of damage to the machine early in life. 

It is accepted I think that in the vast majority of cases of tuber- 
culosis of adults the implantation of the germ occurs in childhood. 
In one of these cases of adolescent insanity of the pulmonary 
type the life history of the disease, so to speak, may be worked 
out as follows: 

In the first year of life a serious infection with a disease occurs 
that takes several months and frequently two to three years before 
the infection is overcome by the defenses of the body. During this 
period of active growth of the body and the rapid growth of brain 
and mentality the main function of the organism as a whole and 
the defensive mechanism in particular is concerned with throwing 
off the infection. The facts are: (a) the vital tone of the organ- 
ism at this period is very low, (b) there is marked disturbance 
of function of the gastro-intestinal tract, (c) a well-defined 
anemia, (d) chronic febrile state of low grade, (e) marked ner- 
vous irritability, (f) lowered blood pressure. As to theory 
if we assume, as I think we are so justified, that the endocrine 
system at this time should be primarily involved with growth and 
balancing the metabolism of the organism, and is now by disease 
switched to a defense of the organism, and an attempt at bal- 
ancing a complex intoxication from deranged visceral function, 
or to a double or even multiple function comprising all of these, 
we can understand that such a stress on this system so necessary 
for growth and development will be felt through the life history 
of the organism. The work of Stanton and others as to the 
thyroid and my own work on the pituitary have shown the direct 
effect of tuberculosis on these organs. The effect on the adrenals 
is well known and need only be mentioned. We can well under- 
stand the effect of such a diseased blood state nourishing the brain 
at its most important period of development. 

As a direct result of this infection in infancy or early childhood 
as we progress to adolescence we have in this marasmic group, 
the conditions as follows: 

(a) Arterial hypotension with systolic blood pressure from go 
to 110. 
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(b) Physical and vital undertone, with lessened physical vital- 
ity, and underweight. 

(c) Visceroptosis, as a result of the shock to the system from 
the intensity of the infection. 

(d) Dropped, phthisenoid type of chest. 

(e) Flat feet from relaxed muscular tone. 

(f) A tendency to general catarrhal conditions of mucous mem- 
branes, particularly of the gastro-intestinal tract. 

(g) A tendency to a development of the chlorotic types of 
anemia. 

(h) Marked increase of the tendon reflexes. 

One could well theorize on these facts as to the development 
of a shut-in type of personality; of the attempt at compensation 
for physical inadequacy by the development of the book-worm 
temperament, the development of an asocial and isolated attitude. 

In certain types of individual the exaggerated tendon and mental 
reflexes, leads these individuals to work at school and college far 
beyond their strength. They frequently are compelled to give 
up work from time to time, or if they attempt to push through, 
either have a mental or nervous break. 

It is not difficult to understand why in these cases in an attempt 
to explain to themselves their inability to keep even with their 
ambition, the normal symptomatic introspection of fatigue should 
develop into a partial or completely dissociated personality. 

At the adolescent period there is a readjustment of the endo- 
crine system and its functions due to the advent of the active 
sexual reproductive function. Asa working theory I assume that 
the early stress of disease at infancy or early childhood, when 
the original infection occurred, has led to such damage to the endo- 
crine system, that now at the second critical period, this system 
fails in its normal complex function and leads to a complex intoxi- 
cation, that fixes the split personality, and that may cause precox 
or other types of adolescent insanity. 

In insanity found in such cases in addition to the factors enum- 
erated above, not infrequently we find focal infection in the teeth, 
tonsils, accessory head sinuses, appendix or gall bladder areas. 

Environmental factors, repressed sexual traumata, etc., find a 
fertile soil in such a personality and have to be estimated with the 
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physical factors in their influence in the development of the 
psychoses. 

I have detailed the development of the pulmonary type as an 
example of what may happen to any serious infection in infancy 
and childhood if it continues sufficiently long. This is true of 
pertussis, or syphilis, or chronic focal infections in tonsils, teeth, 
sinuses, appendix, or gastro-intestinal tract. 

Unless the case is studied from the life history of the machine 
as a whole and the effect of early disease, in addition to estimating 
the functional efficiency of the organism as a whole and its indi- 
vidual visceral components, it will be difficult to understand the 
complex mental case at adolescence, and any treatment will neces- 
sarily be empirical and a stab in the dark. 

In other words we must estimate not only what disease the 
patient has but also what patient the disease has. 

How do I treat a case of adolescent insanity? I diagnose it 
and then the treatment takes care of itself. What percentage of 
cases of precox recover? That depends on whether you will 
agree that, in the course of 20 years of active practice, 80 per cent 
of adolescent insanity that have recovered would have been pre- 
cox or not if they had not been diagnosed in detail and treated 
intensively. 

Therapeutics is an art, not a science ; diagnosis is a science ; and 
an art only in reference to its expertness and thoroughness. 
Therapeutics cannot be learned out of a book; one must serve 
ones time under the direction of a teacher. In the beginning of 
the treatment of a case we employ psychotherapy. A man can 
never cure mental cases who does not believe he can cure them. 
This is the fundamental psychotherapy, but it must be based upon 
intensive diagnosis and experience. In some cases an attempt is 
made at a biological readjustment at the beginning, but this in 
my experience fails and a detailed analysis does more harm than 
good; it should be delayed until a certain progress is made and a 
complete understanding and co-operation based on confidence 
effected between patient and doctor. 

As a rule a patient should be placed on the rest treatment. A 
careful detailed study of the case is made for all possible infec- 
tions of the body, either local, focal, or general, and an estimate 
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made of disease or functional inefficiency of all the viscera when 
this is possible, and also of the endocrine organs. 

It need not here be stated that as soon as possible all diseased 
conditions should be cleared up and focal infections eliminated. 
The tonsils are such a frequent source of infection, and the im- 
possibility of a definite determination of whether an active infec- 
tion is present or not, that I have little hesitation in any case, 
when there is even a suspicion of a doubt, in ordering the removal 
of the tonsils. I think in institutions for the insane we would not 
make a grave error in removing the tonsils of all cases admitted 
to the hospital. Focal infections about the teeth are so easily 
determined by careful dental examination and X-ray studies that 
they need only be mentioned. Inspection of the accessory sinuses 
of the skull are not infrequent and X-ray studies are here essential. 
In the region of the gastro-intestinal tract, the gall bladder, the 
appendix and the colon should be studied by the X-ray; the Lyons 
and other methods. 

In the genito-urinary tract, cervix uteri, the tubes and ovaries, 
and in men the prostate, bladder and seminal tract should be 
studied. 

It is quite useless to proceed with the treatment of a mental 
case while a continuing infection exists. Here again we might 
well say that the greatest danger the patient will ever have to face 
already exists, 7. ¢., insanity, and one is justified in taking extreme 
risks, if the problem is worked out on a strictly scientific basis, 
in removing any one or all possible factors in order to prevent the 
continuation of the disease to the point of permanent damage to 
the brain tissues. 

With a relief from infections there is a general tendency of the 
body functions and of the deranged functions of the various 
viscera to return to normal. This is equally true of generalized 
infections such as tuberculosis, colonic or streptococcic septicemia, 
if the proper treatment be instituted. I know of no better aid to 
visceral readjustment to the normal and the elimination of gen- 
eralized infections and toxemias than the Weir Mitchell rest 
treatment on a full open air régime. This is the best modern 
treatment for such an intense infection as tuberculosis. 

I can state that I have never visited a large institution for the 
care of the insane where I saw a single case on anything that 
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approximated the Weir Mitchell rest treatment. This may well 
be due, as I think it is, to a lack of nurses, equipment, and re-edu- 
cational methods necessary. Nevertheless, it is a sad commentary 
on the modern tendency to reach out for fads and neglect a known 
and valuable method of treatment. To put a patient to bed is not 
the rest treatment. The rest treatment implies that an attempt 
should be made with the patient in bed to bring every function of 
the body up to the normal, by diet, massage, electrical treatments, 
hydrotherapy, and psychotherapy. This is neither the time nor the 
place to go into the complex detail of this treatment, except to 
call attention to the fact that it is not practiced. The fight against 
time ; the well-regulated, systematic, therapeutically and mentally 
filled day of the patient, requiring the attention of a skilled nurse 
to one or at the most two patients, is probably the type of treat- 
ment of a psychopathic hospital and not of the custodial institution. 

What I have said of the rest treatment applies equally to the 
fresh air treatment. The only hospital where the fresh air treat- 
ment is practiced as a scientific method of therapy is in the hos- 
pitals and sanitoria for tuberculosis. I know of no tonic that 
equals cold fresh air for the full 24 hours of each day. In mental 
cases with marked vaso-motor atony and reduced nerve tone, more 
harm can be done, than good accomplished, by simply putting the 
patient in the fresh air. The effort required to stabilize the body 
temperature may consume so much nerve energy, as to negative 
any good that may come from it. Here special training of both 
doctor and nurse to many details of bed arrangement, clothes, 
porch building sun exposure, bathing, massage, etc., are necessary 
if good results are to be obtained. I have seen more cases of 
influenzal pneumonia die from the chilling of fresh air than were 
ever cured by it. Not that fresh air is not of great value in this 
type of pneumonia, but body heat and nerve reserve are prere- 
quisites to its employment. 

Again, opening a window or two or even all the windows in a 
ward is not the fresh air treatment. It is something more complex 
than this, it is all that is practiced in institutions for tuberculosis 
with additions and modifications necessitated by the peculiar 
individual necessities of mental cases. 
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All of the students of the Mitchell School early recognized that 
the most difficult part of the rest treatment was the convalescence. 
The getting the patient out of bed and standing on his own feet, 
physically and mentally. This is the period of re-education. 

At the beginning of this period we employ graduated adapted 
exercises. Occupational therapy is a much more complex science 
than would appear at first blush. It includes: 

(a) Physical therapy, massage, gymnastics, setting up exercises, 
all studied out and adapted to the physical and mental needs of the 
individual patient. 

(b) Postural therapy. The application of exercise and exer- 
cises to posture visceral defects along the lines that Dr. Gold- 
thwaite has employed in orthopedic work. 

(c) Disciplinary occupation, studied and adapted to a redis- 
ciplining of the mind and nervous system and body. 

(d) Constructive occupation to stimulate the ambition and help 
with a reconstruction of the personality. 

A physical culture expert should be a part of the therapeutic 
armamentarium of every institution. He should be a doctor, an 
athlete and a student, and able to direct the individual occupational 
workers. In my own practice I have given up all class work, and 
assign a nurse or medical student or doctor to the study and occu- 
pation of the patient. A convalescent dementia przcox patient 
is held to his occupation definitely short of the fatigue point, or 
short of where his attention begins to wander. He is started with 
the setting up exercises, the operator in the beginning, if necessary, 
placing the arms or legs in the required postures until the patient 
is able to follow the commands of the operator. Strict military 
setting up exercises trains the attention, disciplines both mind and 
body, converts deformities and malposition and gives the required 
muscular exercise. From setting up exercises the patient is 
graduated successively from simple to more complex occupations, 
but always under close personal supervision and direction of the 
operator working with the patient. Class work has its own value, 
but it is impossible for a leader to know the fatigue point of a 
large number of patients. Mental occupation has to be graded 
by minutes of increase and settled as carefully as the physical 
occupation. It all may be done amateurishly and crudely or 
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expertly, but the results are in proportion to the expertness 
employed. 

Hydrotherapy internally and eternally is of great value. Gastro- 
intestinal auto-intoxication must be carefully treated. Flushing of 
the colon by lavage of the colon, and of the entire intestinal tract by 
hydrogogue purgation is of great value in many cases. Cotton has 
called attention to the role that colonic stasis and colonic disease 
plays in many cases. The value of the usual forms of hydrotherapy 
depends largely on how scientifically they are prescribed for the 
individual case. The shot-gun prescription, applying the same 
prescription to all cases twice a week, never impresses me as either 
scientific or of much value. Unless the doctor follows his patient 
and studies his reactions he might as well omit its application. 

Our knowledge of the endocrine system, its functions, its 
pathology, is so deficient even in essentials that one approaches 
this subject on paper with fear and trembling and doubts. Here 
to separate fact from theory is difficult. Notwithstanding the 
Abderhalden tests for function, the application of endocrine 
therapy must necessarily be experimental and empiric. That there 
is a group of thyroid cases, plus and minus, a group of pituitary 
cases, a group of adrenal cases, a group of gonodal cases, there 
can be little doubt. How to stimulate these organic derangements 
back to the normal is the problem, and here is where we step into 
the field of experimentation. For example, in some dementia 
precox cases with large thyroids, rapid unstable pulse, etc., I have 
looked upon these manifestations as an attempt on the part of the 
thyroid to overcome or compensate for some underlying infection, 
and to treat the patient by the removal of the infection when 
possible and the use of the extract of thyroid in small doses, instead 
of the removal of the gland as has been practiced at times. This 
may seem rational or irrational depending on the way you look at 
it. In my cases it has given good results, but this is no test of the 
correctness of my theory. I quote it separately as an example 
of the empiricism of glandular therapy apart from mere substitu- 
tion. It is not entirely empiric because I am never satisfied with a 
diagnosis of endocrine glandular derangement such as hyper- or 
hypothyroidism, but must be satisfied that this is not a reaction 
to a focalized or generalized infection, and if it be, then the 
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rational treatment is the removal or treatment of the underlying 
cause. In the gonodal group in women, for years I have uni- 
formly, in the adolescent insanities, practiced the rapid cervical 
dilatation with the use of the Wylie drain for six weeks to two 
months, with the idea of a reflex stimulation of the ovarian and a 
secondary stimulation of the collateral endocrine organs. Whether 
this theory be true or not, there is no question in my mind as to the 
value of this method of treatment. At all events the preliminary 
examination under an anesthetic helps to diagnose and eliminates 
other disease of the pelvic organs. I employ other glandular 
derivatives in suitable cases, but I must confess I am never quite 
sure of exactly what I am doing and whether to expect results 
or not. 

Drug medication has its own value. Much has been written on 
this subject and it is not my purpose to add to it, except to suggest 
that an expert in drug therapeutics will obtain results where an 
amateur fails, and I must confess my lack of knowledge of drug 
therapy. It has, however, been my practice to employ the mercurial 
and arsenical preparations extensively in this group of cases. 
Quite apart from the possibility of any specific infection, they 
are of great value in two groups of cases. In cases of liver 
inefficiency the continued use of mercury as a tonic, in fairly full 
doses, has more value than other alteratives. How far they in- 
fluence the liver function depends I think on their method of use. 

Unquestionably, the best preparation of arsenic, when its need 
is indicated, is salvarsan. I employ it much in the same way as 
I use the cacodylates, 7. e., I give it in fairly full doses .3 to .5 mg. 
intravenously twice a week for a period of six weeks to two 
months. In this under-nutritional group, with poor blood picture, 
vague intoxication, low nerve and vaso-motor tone this treatment 
appears to me to be indicated and to have a decided stimulant and 
alterative value. 

Salvarsan has of course a special value where one or both 
parents have had syphilis, although the children may be Wasser- 
mann free. While the percentage of positive Wassermanns in 
(Group b) is relatively small (3 per cent), children of syphilitic 
parentage are often cf the marasmic type even though they give a 
negative result to the Wassermann test. 
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There is nothing I have here stated in the treatment of the 
adolescent insanities that all the doctors I talk to do not tell me they 
too have employed. How then does one account for the success of 
treatment in the one group and its failure in the other. It is 
largely I think a case of relative expertness. Twenty years ago 
in the early days of the Tuberculosis Crusade the expert was 
curing tuberculosis when the general practitioner was failing with 
the same cases, although he thought he was employing the same 
methods of treatment. He therefore said that the expert who 
reported his cures was a liar and a faker. It was largely because 
he did not know the science of diagnosis, overfeeding, fresh air 
and rest and their application and largely because he had no 
confidence in himself or his method of treatment. 

In mental diseases the doctor in private and specialized practice 
sees the cases early in their development; he has at his disposal 
highly specialized experts for the study of the various organs, 
and usually has at his disposal trained nurses and expert physical 
culturists, that the state will not provide for its institutions. The 
success of the private practitioner of mental diseases depends upon 
his ability to cure his patients outside of an institution, to keep 
them free from the stamp and stigma of insanity, whereas the 
doctor in the institution is not so obliged ; his patients are already 
so stamped; his duty to the state, from the state’s standpoint is 
to keep the patient in, so that they will do no harm, and only 
secondarily to cure them and get them out; and while this attitude 
is changing it is largely true and takes away from the institutional 
alienist that intense incentive that is always with the private 
practitioner. 

How many cases of dementia precox can be cured? I am sure 
Ido not know. What per cent of cases of the adolescent psychosis ? 
Here a very high percentage if taken early, studied properly and 
treated properly. The percentage of these cases which would 
have progressed to dementia preecox is impossible to define, be- 
cause one is not justified in a comparative experiment. 

I have dealt in this paper with the organic visceral side of the 
psychosis. That there is a psychogenic side needing treatment 
and re-adjustment there is no question, such re-adjustment is made 
almost automatically during the progress of the treatment. To 
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the doubting Thomas who does not believe in infections, their 
results on the brain, and the general organism, I would refer him to 
a careful detailed study of the index of 1180 Post-Mortems of the 
insane from the State Hospital for the Insane at Norristown, by 
Dr. H. J. Sommer and Allen J. Smith, 1908. 


DEMENTIA PRA8COX AND SYPHILIS.* 


By RANSOM A. GREENE, M.D., 
Danvers State Hospital, Hathorne, Mass. 


In reading the last translation of Kraepelin* on dementia pre- 
cox, I was impressed with the statement made under the heading 
of external causes that Steiner and Potzl believe acquired syphilis 
could, in certain circumstances, bring on an outbreak of the 
disease. In the next sentence he stated that ‘it cannot be dis- 
puted that recent syphilis is often found in our patients but that 
it is not to be wondered at as it has mostly to do with young 
people in the third decade, and who are in part very much excited 
sexually and very much inclined to excesses.” 

I have recently examined a case, on admission, who presented 
a history of syphilis approximating the onset of his undoubted 
dementia precox psychosis. He had been treated apparently 
effectually, for there was no evidence of syphilis in blood serum 
or in spinal fluid findings. I could not recall that such cases had 
occurred, in my experience, with any degree of frequency. I did 
not consider that syphilis, in this case, was a causative factor, but 
was an incident. 1 was impressed, however, with the statement 
of Kraepelin that syphilis is a common occurrence in dementia 
precox and that recent syphilis is often found in our cases. 

I, therefore, thought I would investigate the cases admitted 
during a period of time since Wassermanns have been taken in 
our hospital as a matter of routine, and spinal fluids examined 
also as a routine measure. 

In going over these cases I was interested to find out how many 
or what per cent of admissions in this period were diagnosed 
dementia precox, that I might check our findings with the sta- 
tistics I had recently seen. 


* Read at the seventy-seventh annual meeting of the American Medico- 
Psychological Association, now The American Psychiatric Association, 
Boston, Mass., May 31, June I, 2, 3, 1921. 
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In an admission of 2117 cases I found 495 cases of dementia 
precox, or 23+ per cent. Kraepelin’s figures range from 10 
per cent to 80 per cent, according to type of hospital and the legal 
formalities required for admission, the private institutions having 
the highest per cent. In this country state hospital reports from 
Michigan, 1918, Newbury gives 24.7 per cent; Kalamazoo, 12 
per cent. All New York state hospitals for 1909 amounted to 
25 per cent. 

In our classification I found that the paranoid type of dementia 
precox group forms 41 per cent, catatonic 25+ per cent, hebe- 
phrenic 30+ per cent, and simple 4+ per cent. Indiana State 
Hospital Reports * for 1915-1917 give 19 per cent dementia pracox 
admissions: of these, 46 per cent hebephrenic; 21.5 per cent 
paranoid ; 18.4 per cent catatonic; 13+ per cent mixed or indefi- 
nite. 

The above figures indicated to me that we were finding dementia 
precox in approximately the same proportion as others except 
that our paranoid types of dementia precox was higher. Having 
found that our figures agree, approximately with others as to 
frequency of dementia precox, I was anxious to find out how 
many cases of dementia preecox had evidence of incidental syphilis, 
cases that would not be confused with neuro-syphilis of any type, 
bearing in mind the articles of Lowrey * and Horseman. 

Lowrey finds 7.5 per cent of admissions, including all types 
of psychosis, that have syphilis. In 240 cases 5 per cent show 
syphilis in dementia przcox with negative spinal fluid findings. 

Of our 2117 admissions 495 of which were dementia przcox, 
I found a much lower per cent of cases showing syphilis, only eight 
cases or .O16 per cent. These cases were without evidence of 
neuro-syphilis as regards spinal fluid findings. In searching the 
records of the hospital I found only 12 cases in all that were 
definitely dementia przcox with positive Wassermann and nega- 
tive spinal fluids. Four of these cases were outside the period 
of admissions taken when Wassermanns were routinely done. 

In studying the cases at hand I found that the incidence of onset 
of psychosis in relation to onset of syphilis was in the 12 cases 
as follows: five unknown; two cases approximately one year; 
three cases less than five years; one case 14 years; one case 24 
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years, indicating that in at least two of these cases there was 
systemic syphilis existing for a long period without evidence of 
neuro-syphilis. One case lasting for a period of 24 years, before 
appearance of psychosis, and this psychosis not neuro-syphilis. 
Of the 12 cases noted, it may be of interest that five were paranoid 
type; three undetermined paranoid type preferred; one undeter- 
mined ; two hebephrenic and one catatonic. Eight of these cases 
may come within the group described by White and Jelliffe as 
syphilitic psychoses simulating paranoid types of dementia precox. 

These cases, however, did not present any attacks of fainting, 
dizziness, transitory aphasia, mild epileptiform lapses or was there 
any increase in the lymphocytes of the spinal fluids. 

Inasmuch as there are a certain number of cases reported by 
Lowrey, Horseman, Southard and Solomon,’ presenting dementia 
precox symptoms and showing neuro-syphilis findings, I was 
interested to find out if any of these cases might show mental 
symptoms of the intellectual, memory or character defects com- 
monly observed in the neuro-syphilitics, or if their mental dete- 
rioration was largely confined to the emotional and volitional fields 
found in dementia precox. In none of the cases did there appear, 
at any time, any suggestion of mental aberration characteristic of 
the neuro-syphilitics. 

It being my contention that few cases of dementia pracox have 
syphilis, instead of many, according to Kraepelin, and undoubt- 
edly exposed to the disease through reason of their age at onset 
excited sexually and inclined to excesses, I was anxious to see 
what their personal history would reveal as to characteristics 
previous to onset. I found that six were classified as personality 
normal ; two were easily influenced, both of these females ; one was 
considered normal until after he had acquired syphilis and became 
seclusive on account of eruption which appeared on his face; 
one very social, one melancholy and reserved and only one seclu- 
sive, a male, who shunned females, indicating to me the reason 
for these few cases having syphilis was on the basis described by 
Kraepelin as only one was considered seclusive in temperament. 

The infrequency of syphilis in dementia precox leads me to 
believe that the dementia przcox is primarily a shut-in person- 
ality, is seclusive, and his sex conflicts and sex excitements take 
the form of onanistic or masturbatory excesses rather than pro- 
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miscuous cohabitation. The majority of dementia pracox cases 
presenting syphilis are anomalies to the rule in this respect. I 
think they may be compared to the epileptic in relation to this. 
Their abnormalities are brought to the attention of friends and 
relatives early, if not to the care of an institution, and thus pro- 
tected from exposure to sources of infection. Statistics from 
Monson State Hospital,” Massachusetts, approximates 2 per cent 
of syphilis. Shannaham,’ Munson and Shaw, Craig Colony, New 
York, find in 1475 cases of epilepsy, 1.56 per cent having syphilis. 
In this same study they give statistics on approximately 27,000 
from the general public showing that syphilis is to be found in the 
community in 5.4 per cent of the population. Figures from 
general hospitals range from 10 to 20 per cent. 

Figures from paper on Syphilis and Pregnancy by Dr. Walters,” 
of Boston, show that in routine examinations of patients in 
maternity hospitals the frequency of syphilis ranges from 3+ 
per cent to 11+ per cent, there being 9+ per cent in the Robin- 
son Memorial Hospital of Boston. 

These figures seem high and we all appreciate the difficulty of 
obtaining any satisfactory statistics regarding syphilis in the 
general public. Kirby’ in a recent article speaks of the encour- 
aging situation regarding both alcohol and syphilis as a causative 
factor in the admission to mental hospitals. 

I am inclined to believe the frequency of syphilis is exaggerated 
and certainly is in regard to dementia precox. 

As regards heredity in the cases, there were none in which 
there was evidence of hereditary syphilis in the individual from 
symptoms or physical findings and the history of heredity was 
negative to syphilis in all cases. Five cases presented negative 
history to nervous or mental disease and alcoholism. Three of 
the 12 had history of epilepsy in family; four had history of 
insanity in family other than dementia przcox. 

I have intentionally left unconsidered neurological findings 
until now. In all cases the spinal fluids were examined, as matter 
of routine, following the finding of positive Wassermann in the 
blood, and not by reason of apparent mental symptoms indicating 
neuro-syphilis. I did find, however, that there were slight, and 
in some cases, several neurological abnormalities. 
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Six cases were negative to neurological abnormalities; four 
cases presented abnormalities of pupils, one of these was accom- 
panied by diminished knee jerks and one, hyperactive knee jerk, 
with tremor of extended fingers; two of the four had neurological 
abnormality limited to the eyes alone. The two remaining had 
diminished knee jerks or neurological abnormalities not involving 
the eyes and trivial in character. White and Jelliffe’ say that a 
fully developed Argyll-Robertson syndrome, loss of direct pupil- 
lary light reflex with free and ample reaction to accommodation 
in one or both eyes, represent, for the most part, a fairly positive 
evidence of syphilis of the nervous system. Presence of Argyll- 
Robertson pupils is sufficient evidence for therapeutic purposes. 

The cases I have selected, howeved, do not present, as stated 
previously, serological findings that warrant a diagnosis of ter- 
tiary nerve syphilis. I think that many who examined soldiers 
in great numbers were impressed with the frequency of pupillary 
changes and abnormalities approaching Argyll-Robertson type, 
as well as other neurological conditions that led them to suspect 
syphilis, which, upon serological examination, was not corrobo- 
rated. I feel that it is quite possible we may have localized gliosis 
from toxic conditions accompanying acute infectious diseases, and 
this may account for the neurological conditions found frequently 
in the army and possibly in my cases. None of these cases have 
come to autopsy and neuro-syphilis cannot be ruled out on this 


As regards anti-syphilitic treatment: Up to the present time 
only three cases have become serum negative; one is serum 
doubtful; two have had no treatment as they are too disturbed 
for its administration ; one is deceased ; four have been transferred 
and at last report are still positive as to blood ; one blood Wasser- 
mann remains unchanged. 

Conclusions.—In considering syphilis as a causative factor in 
relation to insanity, I cannot believe it has any relation in this 
respect to dementia praeecox. Five of the 12 cases were paranoid 
type and three paranoid preferred. These may be cases, called by 
White and Jelliffe, syphilitic psychoses resembling paranoid types 
of dementia preecox. They do not show any spinal fluid abnor- 
malities, however, nor do they have any mental symptoms indic- 
ative of psychosis other than dementia precox. 
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The evidence is definite that we must not rule out possibility 
of neuro-syphilis because our patients are apparently dementia 
precox. On the other hand, we may not always find that clinical 
and neurological evidence of tertiary nerve syphilis is to be relied 
upon if we are to use the spinal fluid findings for a criterion. 
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DISCUSSION. 


Dr. HAwke.—For several years I had the pleasure of watching Dr. 
McCarthy’s work. Many of you probably do not know that at the beginning 
of the World War Dr. McCarthy was in France, and remained there during 
the war. He has had a most varied experience in a general way. Ina 
clinical way he and I worked together for some 20 years. In 1907 Dr. 
McCarthy published a work on symptoms as seen in tuberculosis, etc. 
Incipient tuberculosis, active tuberculosis and all the different types are 
most frequent in dementia precox, and we find many other diseases con- 
cerned with internal medicine associated with dementia precox. The first 
thing to be done is to know your case thoroughly from the internist’s stand- 
point. Very few psychiatrists go into internal medicine as they should. 

In regard to the rest treatment, I can thoroughly endorse what Dr. 
McCarthy said on this line. It is not a question of sleep but a question 
of rest. 


Dr. StRECKER.—I think we are very much in the dark as to the psychiatric 
position in general in regard to the study of symptoms in dementia precox. 
The ideal method of attack would be simultaneously from the avenue of 
internal medicine, as Dr. McCarthy has indicated, together with psychologi- 
cal study by analysis and interpretation, but it seems we are not to have this 
combination of methods. When we examine a patient he presents a certain 
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group of mental symptoms which we designate as dementia preecox, and we 
also find certain physical factors, certain indications of organ disorder. 
We can view our findings in a number of different ways. We can say it is 
entirely a matter of coincidence; the patient has dementia precox and 
also has tuberculosis ; on the other hand we can say that in the tuberculosis 
we have the cause of the dementia precox. That also seems a rather 
extreme view of looking at the problem. We can take a stand between 
these two extremes. We have a patient with a set of symptoms resembling 
dementia przcox, and he also has some physical disease and we can assume 
an interconnection between these two facts. In the meantime we can 
use this knowledge in two ways: In the first place we have an avenue of 
therapeutic approach to the individual ; we can collect our facts for a future 
time and forge a link in the chain of a complete study of this case, other cases 
and the disease as an entity. We might take a little exception to the state- 
ment that institutions and hospitals are principally concerned with merely 
the physical care of the patient. A hospital which dare be called a hospital, 
is primarily concerned with the recovery of its patients. 

I think the type of work indicated by Dr. McCarthy, and it seems the 
most valuable point of view we have to-day, can only be done on a large 
scale in the ideal hospital which will be developed in the next few years. 


Dr. Kirk.—I want to express my hearty appreciation of the opinion 
Dr. McCarthy has expressed relative to the cure of mental diseases. It 
has been my opinion for some time that there has been too much pessimism 
among all of us as to the cure of the insane. Years ago we were taught 
that dementia precox was almost a hopeless mental disorder and that if a 
pracox case recovered it was done at the expense of the personality. There 
was an inclination on the part of many of us to assume that patients show- 
ing mannerisms and stereotype movements were invariably dementia precox. 
It was not difficult for us to make the other symptoms fit into our precon- 
ceived idea that we were dealing with dementia precox. Unfortunately 
many of these patients were looked upon as hopeless and often very little 
effort was made to promote a cure. However, regardless of our neglect 
of these cases many of them recovered and were kept in the institution 
month after month. Dr. McCarthy’s inference that state institutions were 
inclined to hold patients in the institution after they recovered may be 
true in some instances, but certainly does not hold true in all institutions. 
Arkansas, with a population of 1,750,000, has but one hospital whose capacity 
is less than two thousand. This institution takes care of the acute and 
chronic insane, feeble-minded, epileptic, drug and alcoholic addicts, crimi- 
nals of both the black and white races. With an admission service of 1000 
to 1200 new patients each year, the problem of how to parole a sufficient 
number of patients to keep the doors open to new admissions is at times well 
nigh overwhelming. We have been paroling between 700 and 800 patients 
every year. The percentage of returns has been about twenty-five, which is in 
accordance with the per cent in other institutions whose paroles are from 
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50 to 100 per cent less than ours. It has been surprising to me to see how 
many of these patients have made adjustments. In regard to Dr. McCarthy’s 
criticism of institutions not paying more attention to the physical defects 
of patients, I believe this holds true only in certain institutions that have 
not been progressive. The question of labeling patients is no longer of very 
much importance to me. Every one who works in a large clinic knows there 
are many atypical cases that do not fit into any of the various Kraepelin 
types. 


Dr. Sotomon.—I would like to say that Dr. Greene’s paper seems to 
answer the question of the role of syphilis as an etiological factor in dementia 
precox. He has shown conclusively that it plays very little, if any, part 
as a primary factor as far as can be shown from a statistical study. As to 
Dr. McCarthy’s paper, if I recall correctly, he said that 50 per cent of his 
cases of adolescent psychoses recover. I had expected to hear him say that 
he had recoveries in some 80 to 90 per cent of his cases of dementia precox 
and therefore I was very much disappointed to hear him say that he had 
recoveries in only 50 per cent of the cases of psychoses occurring in the 
adolescent period. If one takes together all the cases that show mental 
symptoms between the ages of 15 and 30, a great many of these cases will 
recover no matter what is done. They are the cases that many of us call 
manic-depressive psychosis or hysteria or else we do not wish to classify 
them, but recognize that the prognosis is very good. I do not believe that 
we know what type of cases these really are but they are cases of mental 
disease that get well. 

As to Dr. McCarthy’s theory concerning the rdle of tuberculosis in the 
etiology of dementia precox it seems to me that this is still in the realm of 
hypothesis. One cannot argue away such a hypothesis but it seems to me 
that sufficient facts have not been adduced to put it on a firm basis. I believe 
that the situation in regard to tuberculosis will dwindle down something 
like the role of syphilis when subjected to the same careful scrutiny as Dr. 
Greene subjected the syphilis hypothesis as the etiological factor in dementia 
precox. However much I would differ from Dr. McCarthy as regards the 
theoretical aspects I would say that I have the heartiest regard for his 
results and his methods of handling patients. I know from personal experi- 
ence that he treats his patients in a way that we could all copy with advan- 
tage to our patients and ourselves. 


Dr. Greene.—I do not think there is any question as regards syphilis 
being an active causative factor in dementia precox. I was impressed, how- 
ever, with Dr. McCarthy’s point that syphilis, while not necessarily directly 
passed along to the descendant, that it along with tuberculosis and many 
other conditions, may be precursors of a defective, and while in my paper 
I could not very well indicate any such thing as that, I feel that it is true; 
that the defective germ plasm is at the base of dementia precox, and I do 
think that we must group our cases in order to treat them, and after we have 
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grouped them then we may treat them individually; no matter what treat- 
ment we use—whether physical, psychological, biochemical or what-not. 


Dr. McCartuy.—I did not mean to reflect in the least upon the usual big 
type of institution. I referred to a type of commercial institution which 
is not concerned whether a case stays 10 years or a few months. I think 
everybody in the modern institution in the United States is only concerned 
with one thing, and that is to get the patients well. In private practice you 
can individualize the cases, whereas in the institution you cannot do this. 
I would hesitate to be so optimistic as to say that I could cure 80 per 
cent of the precox cases. However, 80 per cent of the cases which you 
get of the adolescent psychoses do get well. I am talking about the cases 
in my private practice. Cases in which there is plenty of money to carry 
out the treatment as you wish. 

The endocrine group is not based on a theory. Go into any hospital for 
advanced tuberculosis; go to the autopsies of those cases and study the 
pathology. I have investigated the autopsies and studied 500 autopsies at 
the Phipps Institute in Philadelphia, and I know what I am talking about 
when I talk about the effect of tuberculosis on the endocrine system. 


28 


THE LABORATORY SERVICE IN STATE HOSPITALS 
FOR MENTAL DISEASES.* 
By HAROLD I. GOSLINE, M.D., 
Pathologist to the State Institutions, Howard, R. I. 


The present condition of state hospital laboratories may be 
considered from three angles, namely, their internal arrange- 
ments, their physical arrangements, and their relation to the 
community. 

With regard to their internal arrangements we find that such 
laboratories occupy one of three positions, seldom a mixture of 
two, to any extent They are either outside the machinery of the 
rest of the hospital, or they stand between the clinical staff and 
the patient; or they have a dominating position in the hospital, 
or life of the institution. 

I can think of several examples of the first sort of arrange- 
ment. In fact, it may be said without being far from the truth, 
that the majority of laboratories in this class of hospital fall into 
this first group, as far as their internal arrangements are con- 
cerned. They are research laboratories primarily, and serve the 
patients present in the hospital only in a very subordinate and 
secondary manner. They make post-mortem examinations and 
section the tissues obtained from such examination. Some 
compare the findings with those already set down in the literature 
on the subject, and publish their results. In some instances the 
histological report as well as the gross autopsy findings is filed 
with the case. A few laboratories do microphotography ; still 
fewer photograph gross anatomical specimens, such as whole 
brains. One laboratory, to my knowledge, is culturing the abscess 
pockets and the eroded areas at the roots of extracted teeth. 
One laboratory is making a special study of staining methods for 
use in neuropathology. Another is making a special study of 


* Read at the seventy-seventh annual meeting of the American Medico- 
Psychological Association, now The American Psychiatric Association, 
Boston, Mass., May 31, June I, 2, 3, 1921. 


410 LABORATORY SERVICE IN STATE HOSPITALS [ Jan. 


syringomyelia; still another of the brains and the glands of inter- 
nal secretion in a certain class of mental disorders. One has 
studied the brains and the bacterial flora in one class of cases; 
another is researching in chemistry and in psychology. I can- 
not mention those special institutions which are devoted entirely 
to research, because they are not connected with any state hospital 
primarily. I am considering only laboratories of the state hospital 
sort. This leads ine to pass over such institutions as the one at 
Ward’s Island, or here in Boston, or that of Kraepelin in Miinich. 

Most of our state hospital laboratories will also examine urine 
if sent down by a member of the clinical staff. Some will examine 
sputum or stools; very few will do any bacteriology, especially 
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if it assumes the proportions of a survey of the hospital popula- 
tion, such as took place constantly in the army and with such 
admirable results in plotting epidemiology. In this function, 
little as it is exercised, the laboratory stands between the patient 
and the clinical staff, in that the clinical staff modifies its pro- 
cedures to conform to the data obtained by the laboratory. 
There are a number of laboratories in psychopathic hospitals 
and their equivalents which stand in the second group with regard 
to their internal workings; that is, they stand between the patient 
and the clinical staff in certain matters of procedure. These are 
outside the scope of this paper. Laboratories in state hospitals, 
in only two instances to my knowledge, stand in this position in 
all cases where an accepted laboratory procedure is in use. In 
most laboratories, as we have said above, the relation to the patient 
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is only of secondary importance. But in these two the relation 
to the patient stands first. They not only do the urine analysis, 
but it is done as a routine procedure on all incoming patients and 
in one of them on the entire hospital population, and this survey 
of the entire population is repeated at intervals. One of these 
laboratories also does a blood count on most incoming cases; the 
other does them on every patient in the hospital as well. So with 
the other procedures that are of recognized scientific importance 
froma laboratory standpoint, one does them on new cases, the other 
on all cases. The Wassermann is the chief one, with the various 
spinal fluid tests where indicated by a positive blood or the exam- 
ination of the patient. On the basis of these examinations selected 
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cases of syphilis are treated in the one and practically all cases 
in the other. In addition one of these laboratories does bacteri- 
ology, various forms of complement fixation, fecal examinations, 
vaccine manufacture, X-ray. 

The third group in which the laboratory dominates the rest of 
the hospital has no representative to my knowledge in the state 
hospital service, and only one in a psychopathic hospital. Even 
here I may be misinformed or uninformed, for this hospital is 
not in complete working order, I believe. 

So much for the internal arrangement of this class of labora- 
tories. The physical arrangement is just as important and in many 
instances may be considered to be the essential cause of the inter- 
nal conditions set forth above. In the matter of personnel and 
of buildings, of relation to the other hospital services and to the 
superintendent there are issues of vital importance to the safe 
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conduct and the successful conduct of this class of laboratories. 
The pathologists, in many instances, are untrained and inexpe- 
rienced. There are no medical schools which prepare essentially 
for this work. Only recently Harvard has made preparations to 
give the degree of D. M. S. to give the man with this type of mind 
an opportunity to recruit an adequate laboratory service which has 
suffered everywhere owing to tremendous opportunities in more 
attractive fields of medicine. Not only are pathologists few and 
more or less difficult to attract to state hospital laboratories, but 
their places are left vacant for other reasons best known to super- 
intendents and governing boards. In addition, most laboratories of 
this sort lack a sufficient number of properly trained technicians. 
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There are a few training schools for technicians now, but so far 
we have seen little of the graduates. Most of the technicians we 
have are trained by the pathologist in the few duties which devolve 
upon them. I have not seen one thus far who could have been an 
officer in the sanitary corps of the army and few who might have 
been sergeant in the medical department. Most of them would be 
privates, I believe. (There are probably some exceptions to this 
rule.) In one instance, a former janitor was made the laboratory 
bacteriologist after some personal training and supervision of the 
medical director. (I am not saying these things to disparage, I am 
merely stating facts. So far, such conditions as those presented 
have been physically necessary. ) 

In the matter of buildings, and equipment, many of our labora- 
tories have not suffered. Others still occupy “holes in the 
ground,” so to speak—that is to say, they consist of a single room 
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in the basement, isolated from the rest of the hospital. Fortu- 
nately this condition does not obtain in most places. Several 
laboratories occupy spacious buildings of one, two or three floors. 
Practically all of them are equipped to do routine histopathology 
by the paraffin or celloidin methods. Some do frozen sections. 
All are equipped to do the simpler tests on urines, and the blood 
counts. A few are equipped for the Wassermann and spinal fluid 
examinations; still fewer for the simpler bacteriological proce- 
dures, and the X-ray procedures. In no instance, in my expe- 
rience, is a qualified roentgenologist in charge of that work, or 
an experienced bacteriologist in charge of that work. In every 
instance the work is being done by the pathologist who has been 
fortunate enough to “ pick up ”’the other line, or by some one 
else trained as a technician and in one instance given the power to 
make a diagnosis of the organism found. 

Similar differences exist in different hospitals, in the relation 
of the laboratory to the other services of the hospital. I recall 
hearing a certain pathologist at last year’s round-table on labora- 
tory work say that a certain piece of work had to be discontinued 
because the attendants got the specimens mixed up. Let me say 
that I do not believe that a state of affairs should exist in which 
the laboratory is dependent on attendants. The laboratory itself 
should have sufficient help to enable it to collect its own specimens. 
This is desirable from the standpoint of the laboratory, because 
no laboratory can feel certain of its results when it is not certain 
in the first place that the label on the specimen is that of the cor- 
rect patient. It is desirable also from the standpoint of the ward 
services because such services naturally feel that they are being 
loaded up with the work of another department. Since they have 
no obligations to the laboratory and are entirely outside its control 
naturally, the service that they render is not of the most accep- 
table sort. 

The success of the laboratory once its existence is granted 
by the governing bodies, depends largely on the superintendent 
of the hospital. In this matter we shall leave out of consideration 
the question of appropriation, personnel, equipment and relations 
to the other services of the hospital. If a superintendent is hostile 
to the laboratory idea there are as many ways for him to render 
its operation ineffective as there are in the army to discipline a 
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subordinate. On the other hand, if he favors the plan, a labora- 
tory can be built out of bricks without straw, so to speak. 

This leads me to another matter; that of appropriations. Fig- 
uratively speaking, many laboratories under the direction of such 
a superintendent have been built out of bricks without straw. 
The apparatus is home-made, except for a few essentials like a 
microtome or a microscope, the building is a “* hole in the ground ” 
constructed from second-hand lumber and out of the appropria- 
tions for repairs and maintenance. The technicians are on the 
nurses’ and attendants’ pay-roll ; and yet the work is done, the rap- 
port with the other services is excellent, the laboratory morale is 
maintained; everything moves. Such superintendents deserve 
considerable credit for they are rendering a real public service in 
advance of the times, in many instances. 

Other laboratories have their own appropriations. Naturally, 
this method of maintenance is preferable all round. It removes 
the burden from the shoulders of the superintendent, and it allows 
the laboratory director to know when he may ask for more with- 
out bothering his superintendent. 

There is finally the relation of the laboratory service to the 
rest of the community. This, grows out of all the other condi- 
tions which I have mentioned up to this point and it is of the 
utmost importance not only to the laboratory, but far more to the 
hospital served and to psychiatry in general. There are two sides 
to the picture; I will point out the less fortunate side first, leav- 
ing the more agreeable one to follow and lead us into another 
aspect of this subject. 

State hospital laboratory work so far has made little impres- 
sion on the public or on that specialized branch of the public— 
the medical profession. The following facts bear out this state- 
ment. Surgeons are dabbling in psychiatric problems, bacteriolo- 
gists are meddling, neurologists are trying their hands at it. 
I submit that if psychiatrists were to enter surgery, bacteriology 
or neurology with the same degree of unconcern shown by the 
former gentlemen, they would meet with a tart reception. Yet 
a surgeon playing bacteriologist, once claimed to have found the 
cause of epilepsy, another cures dementia precox by surgical 
methods; another makes misleading remarks about glands of 
internal secretion, and psychosis, and the latest star in the psychia- 
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tric firmament is a gynecologist who has much to say for such 
glands in mental disease. These men are misdirected by others 
in our own profession who make unfounded claims of cure in 
paresis, or the value of the Abderhalden reaction, of the efficacy 
of antitoxic sera in various forms of meningitis, and of the etiologi- 
cal role of focal infections in the production of the psychoses. 
In making these statements you may think you recognize per- 
sonalities. However, it is the thing I wish to attack and not 
them. In every case it is not one person, but many who do these 
things. Some stand out more conspicuously than others, owing to 
the advertising they naturally get in the newspapers. I think it 
only fair to say that the intentions of these gentlemen do not 
come into question. It is not the motives but the propriety of 
their acts that I question. Contributions from other branches 
of the profession are always welcomed by psychiatrists. I think I 
may say that contributions from other fields are welcomed by psy- 
chiatrists with more grace than contributions from psychiatry 
are received by other branches of medicine. But the serious side 
of this matter is plain when I say that in certain instances direc- 
tions of policy have been shaped for psychiatry by men whose 
chief interests and chief knowledge is outside this science. Thus, 
on excellent authority we have it that two eminent bacteriologists 
stated that psychiatry was not at present a worthy object for 
donation because its problems offered no tangible point of attack. 
Thus, for ten years to come psychiatry was robbed of a donation 
for research on the word of men who knew nothing of the matter 
personally, or who were ill-advised. 

There is only one method by which these undesirable develop- 
ments can be averted as they arise and that is the method of 
science, the patient record of objective observation—that is to 
say, by hard work. What place is better suited to the patient 
record of objective observation than the laboratory service? The 
laboratory service is the scientific service of the hospital. More 
of it would be an antidote for various panaceas. More of it 
in psychology would have averted the psychopathic epidemic 
we are happily passing through, most of us without being scarred. 
More of it will avert the endocrinopathy we are to pass through. 

The more pleasant obverse side of this picture is known to all 
of you. We have on one hand the researches of Nissl and Alz- 
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heimer and of many workers in England, France and America, 
on the other, the final refutation of the bacillus epilepticus, the 
proper placing of focal infection now in progress, and the evalua- 
tion of therapy in paresis. Moreover, we have physiological 
psychology. To be sure much of this important work has been 
done elsewhere. But in this pleasant picture the state hospital 
laboratory has nevertheless played an important part. From the 
routine histopathology done in these laboratories some very 
important conceptions may be formulated concerning tissue reac- 
tions to various noxious agents. One of them is that tissues react 
in precisely the same way to numbers of such agents as far as 
we can determine by present methods. Thus, noxious agents may 
be grouped according to the tissue reactions they produce. This 
data is corroborated by the data from general pathology and 
biology in general. The organism in spite of its complexity, is 
after all capable of only a finite number of reactions. If we were 
to characterize these phenomena further into a law we might 
call it the “ Law of the non-specificity of reaction of biological 
tissues and substances.” A corollary of this law is that biologi- 
cal tissues and substances have a certain number of ways of 
reacting that are peculiar to the tissue or substance in question. 
A second corollary is that exciting agents produce certain com- 
mon tissue reactions and certain common reactions in other sub- 
stances by reference to which said exciting agents may be grouped. 
An addendum to the law would be that tissue reactions and the 
reactions of other biological substances are specific within the 
very wide limits allowed by the law. 

I want to proceed now to the second part of this paper to point 
out what may be reasonably expected from routine laboratory 
work in the case of the mentally sick in state hospitals. 

We find in the simplest procedures, such as urinalysis, not so 
many albumens or sugars, or casts but we find numerous samples 
with pus cells and bacteria. We ought to determine the nature 
of these bacteria and more especially their virulence. We ought, 
in other words, to know how many bacteria it takes, from these 
specimens, to kill a given number of grams of guinea pig, let us 
say. We might reasonably expect first, then, to know whether 
the bacterial flora of the genito-urinary tract in the insane is of 
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any moment or is merely saprophytic. The importance of this 
point must be self-evident. 

In ordinary blood counts we find reduction in the total number 
of red cells, reduction in the whites with an occasional increase, 
a reduction in the percentage of polymorphonuclear cells and an 
increase in the lymphocytic elements. There are frequently 
present myelocytes and transitional cells. These last named 
elements do not exist in normal blood. Work in blood chemistry, 
in metabolism, in bacteriology, we might reasonably expect would 
throw light on the meaning of these changes. This is the second 
point. 

We might expect thirdly to learn more about the treatment of 
paresis or the significance of the Wassermann reaction. Why, for 
example, does treatment seem to make certain cases distinctly 
worse so that some writers are now calling attention to what 
they term a salvarsan paresis? Would other forms of treatment, 
in addition to the antisyphilitic, aid other forms of psychosis suf- 
fering also with syphilis? What criteria should be used in pur- 
suing the treatment of luetics? Are we to treat those who will 
have irreparable defects even if their syphilis is abated? How 
are we to determine which cases will have irreparable defects, 
though the lues is abated? I believe that we may reasonably expect 
a sane answer to all these important questions from a combina- 
tion of routine histopathology and routine psychological examina- 
tion plus the present methods of history-taking and physical 
examination. 

I do not believe that we shall ever find the “ cause of mental 
disease” in blood and urine chemistry. In the first place the 
search is absurd as stated. But from the chemical examination 
of the blood and urine in the psychotic we may reasonably expect 
to shed light on their metabolic processes. I do not believe that 
we shall ever find the “cause of mental disease” in bacterio- 
logical examinations. But from the study of the bacterial flora 
of the oral cavity and so on, we may reasonably expect to know 
more about the patient studied than we would know without such 
examination. I personally expect to hear something of value 
in the case of those who are found to be carriers and more espe- 
cially if the organisms isolated really prove to be virulent. I do 
not believe that we shall ever find the “ cause of insanity ” in X-ray 
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studies. But the Roentgen rays do show changes in density in the 
alveolar processes and in the roots of teeth. Extraction, culture 
and animal experimentation may show whether these are of im- 
portance. The X-rays do show changes in the sella. Experimen- 
tal glandular therapy and post-mortem examinations may tell us 
what these changes in the sella mean. The X-rays do show 
changes in density in the lungs, thus revealing processes that are 
not shown by the usual clinical methods. Anyone who has 
studied tuberculosis knows that the type which spreads through 
the lungs by way of the lymphatics often gives no signs that can 
be detected by percussion or by auscultation. The skiagram is 
invaluable in these cases when checked up later with post-mortem 
findings so that the examiner knows how to interpret his plates. 
The X-rays do allow us to study the rapidity of movement of 
the meal through the gastro-intestinal tract, thus giving informa- 
tion as to the functional condition of this neuromuscular apparatus. 
Knowledge of the condition of this large tract of highly important 
neuromuscular apparatus might be of great moment, might fur- 
nish us a valuable bit of information and a tremendous insight 
into the whole physical state of the individual. You will all 
recognize that this is a surmise, but when I say that the entire 
mental personality can be reduced on the basis of introspective 
psychological analysis to sensation, association, reaction and in- 
hibition, you will see at once the importance of knowing something 
about the condition of this tremendous stretch of reaction- 
inhibition mechanism, known anatomically as the gastro-intestinal 
tract. 

Likewise, I do not believe that we shall ever find the “ cause of 
mental disease” in electrocardiographic studies. But the elec- 
trocardiograph does give us information not only as to the con- 
duction of the impulse through the heart muscle, the use ordi- 
narily made of it, but it also gives us a written record of the 
heart rate. Here is another bit of information, the chance for 
another glimpse into the depths of the physical make-up, into 
the functional state of the cardio-vascular neuromuscular appa- 
ratus. Again we would have physical information to aid or 
refute a rational bit of psychoanalysis by the method of intro- 
spective psychology. 
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Again, I do not believe that we shall ever find the “ cause of 
mental disease ’’ by psychological analysis whether of the inter- 
pretative or of the physiological sort. Rather, we shall get from 
psychology information that may be thrown together with all 
the other bits of information and finally we may know what con- 
stitutes the state of abnormal mentality. I believe that mental 
abnormality and mental deficiency like mental normality and men- 
tal efficiency are not conditions produced by causes but are rather 
states, the sums of conditions. I think that we may reasonably 
hope from routine laboratory work in the care of the mentally 
sick to be able to describe and explain the conditions whose sum 
total is the state of abnormality or defect and once having ade- 
quately described these conditions, we may reasonably expect 
to instruct the public on how to avoid the causes which underlie 
them. 

To sum up this part of this paper, I would reiterate that we 
may reasonably expect from routine laboratory work to be able 
to prevent mental disease and defect. Laboratories in state hos- 
pitals are the most tangible tools yet placed in the hands of mental 
hygiene for this purpose and in time they will render her the same 
service that general hospital and research laboratories have ren- 
dered public health of which mental hygiene is but a branch. I 
believe that public health measures and eugenics measures will go 
far toward eradicating mental disease and defect, and their related 
branches of poverty, crime and delinquency, and we may reason- 
ably expect that routine laboratory work will play the most tan- 
gible part in this progress as it has in all other forms of progress, 
when linked up with research. 

In accordance with these ideas the laboratories at the State 
Hospital for Mental Diseases at Howard, Rhode Island, are 
being developed. 

With regard to the internal arrangement, the laboratories will 
not stand aloof from the rest of the hospital, or will they assume 
a dominating position. We are planning to make them stand 
between the physician and the patient with the purpose of serving 
and conserving the interests of both. Naturally, a laboratory with 
the equipment and personnel that we plan will be able to do con- 
siderable work of a research nature from time to time. Numbers 
of lines of research will present themselves merely from our 
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statistical compilations. Undoubtedly also, numbers of physicians 
interested in research in mental disease will come to us for the 
purpose of studying our material or of working up data of their 
own. 

As for the physical side, we confidently expect in time to have 
a laboratory building, conveniently located, connected with all 
parts of the hospital by sub-way or corridor for the easy trans- 
port of patients or specimens to and from the laboratory. Such 
a building should consist of three floors with proper placing of 
the various departments. Each should have its own library, its 
own head, its own technicians and supplies, but the entire plant 
should be co-ordinated through the pathologist’s office where a 
copy of all records should be kept and where statistics should 
be compiled. 

For a fourteen hundred bed hospital it seems practicable and 
reasonable to ask for the following quota of personnel: one path- 
ologist, with four technicians, one stenographer, one statistician, 
one roentgenologist, with one technician, one bacteriologist with 
one technician, one chemist with three technicians, and one elec- 
tracardiographer with one technician. I believe this complement 
adequate but not excessive as I shall point out later. 

The technicians of the pathological laboratory, four in number, 
will work on blood counts, urinalysis, Wassermann reaction and 
spinal fluid examinations and on histopathology. The techni- 
cians of the chemical laboratory will work on the preparation of 
culture media for the bacteriologist (under the latter’s direction), 
on metabolism work of various sorts and in other branches of 
biochemistry. The other laboratories each have one technician 
to whom technical details can be taught and by whom they can be 
carried out when known sufficiently well. 

I do not believe that these numbers are excessive because we 
hope to repeat our examinations at regular intervals on the 
resident population of the hospital and because there will always 
be work of a purely research nature going on at all times. I 
believe that this force is adequate because it will give us a suff- 
ciently rapid overturn of routine material. I mean by that, that I 
do not believe the period between examinations should be too long. 

In the statistician’s office every record should be itemized so 
that we may know at any moment what cases should have shown 
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pathological data. These data are to be classified by groups so 
that anyone coming for study or interested in research can find 
out at once what cases show respiratory lesions by X-ray, posi- 
tive Wassermann reactions, and so on. 

We expect that a laboratory of this size will cost about $25,000 
a year to run. This is a large sum in the aggregate and it will 
be thought at once that the scheme is impracticable for such states 
as Massachusetts, for example, where there are several state 
hospitals and where the upkeep of these institutions now amounts 
to several millions of dollars per annum. But let us approach 
the question on the basis of cost per patient. If we have four- 
teen hundred permanent population and from three hundred to 
five hundred new admissions per year, the cost per patient per 
year is between $13.00 and $15.00. I will not pause to play on 
your emotions by asking whether the state cannot afford to spend 
$15.00 per patient per year for study with the chance of learning 
something of benefit to the patient or in the prevention of mental 
disease. But I will go at once to the comparison with salvarsan 
therapy where the public has responded so generously that we 
have cost the state for the administration of salvarsan only 
$215.00 for nine months’ treatment of over one hundred cases. 
Patient’s relatives have responded with $15.00 every fourteen 
weeks, many for the third time. I believe that if we were 
to ask for every patient the sum of $20.00 per year for the study 
of his or her case while in hospital, that we would get enough 
from those who could pay to make the scheme practicable without 
costing the state a cent. However, the plan would have to be 
backed by the state and with the chance of the same thing hap- 
pening that has already happened where the payment of board 
is largely voluntary, that is, the pauperization of the insane. Such 
an outcome would be highly undesirable as state subsidy for 
pauperization of any class is poor social or political policy. 

In this physical plan the only element that I am aware of having 
omitted is the psychological laboratory. It has not been practic- 
able to introduce this element at this time. However, I person- 
ally have great hopes that psychology will make it possible for the 
psychiatrist to go directly from the symptoms shown by his patients 
to the psychological elements involved. To make the transfer to 
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physiology and anatomy, I think will be comparatively simple if 
the first can be effected. The hope then is to link the physical 
findings with the data from the psychological laboratory. When 
this is effected we shall be in possession of a complete understand- 
ing of each individual patient. 

Such then is the outline of a plan proposed for the extension 
of laboratories in the State Hospital for Mental Diseases at 
Howard, Rhode Island. The final thing that we may reasonably 
expect if this plan is carried into effect, is a change in the attitude 
of the public toward our hospitals. The public will look upon 
these hospitals as hospitals indeed. It does so now with much 
hesitation in spite of tremendous propaganda to stamp out the 
asylum feeling. The medical profession will not, in its ignorance, 
proclaim to the business man, that there is no point of attack in 
the study of mental disease. And last but not least the medical 
student will be attracted to us with the same force that takes him 
to other branches of medicine, instead of being rather repelled 
from us as he now is, on the whole. 


DISCUSSION. 


Dr. Myerson.—I want to use the hammer rather vigorously on Dr. 
Gosline for one main reason, and that is, he has used the term “ insanity” 
as if speaking of an entity. There is no such thing as insanity. We have 
many different types of mental disease which are not at all necessarily related 
to one another. Once upon a time we could not separate general paresis 
from other mental diseases. To-day we know that this is infectious in 
origin, and we certainly are developing chemical treatment for it. As time 
goes on we are spreading out mental diseases on the biological-serological 
basis. Undoubtedly, we shall some day spread some of them out on an 
endocrinal basis. There is no reason to expect that we have come to the 
end of our rope chemically or bacteriologically in psychiatric diagnosis and 
treatment. It is important for the sake of our sciences that we do not make 
predictions about something that does not exist, and that we make our 
predictions about each entity as it arises. 


Dr. H. W. Mrtxer.—I just had a word or two to say. I was very much 
interested in hearing what was being done in laboratories in state institutions. 
I noticed in Dr. Gosline’s paper something to the effect that there was a little 
difficulty in always establishing the laboratory. I really had thought we had 
passed that stage. I know it is sometimes difficult with the administrative 
side, but I did not think there was any difficulty with the medical side of 
the public insane institution. 


| 


1922 | HAROLD I, GOSLINE 423 


There is one point I would like to make, and that is that it is very neces- 
sary that the laboratory should be so arranged or so constructed that we 
could take up new problems as they arise. We are always having new 
problems in connection with mental diseases. At the present time we have 
the endocrinological work, and there is no phase of this work of the internal 
glands which is more important than the post mortem pathology in connec- 
tion with the insane. I think the investigation can come largely from the 
institutions for the insane and feeble-minded. 


Dr. Gostine.—I can only say that I appreciate these criticisms, but that 
certain of them are answered in the paper. In regard to what Dr. Myerson 
says, I am perfectly well aware that insanity is a legal concept, yet those 
are the cases which we get in the state hospitals and those are the cases 
which we are studying. I might take issue with the statement that the 
discovery of the spirochete explains the whole of paresis; it does not explain 
why the clinical picture of paresis is such a kaleidoscopic one. I think 
more knowledge of the anatomical locations involved in the syphilitic process 
would go a long way to clear up our ideas of paresis on the clinical side. 


« 
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A NOTE FROM SAMUEL TUKE TO THE NEW YORK 
HOSPITAL (1811). 


By HENRY VIETS, M.D., Boston. 


There has recently come to my notice a manuscript of 16 pages, 
194 x 2543 centimeters, written on paper with a watermark 1805s. 
At the top of the first page appears the inscription, “ For The 
Governor of the New York Hospital.” On page 13, at the end 
of the manuscript in pencil, appears the following in another 
hand: “‘ Application having been made to Lindley Murray for 
some information on the subject of Asylum, he requested S. Tuke 
to prepare some remarks for which he wrote the following.”’ On 
the back of the manuscript, page 16, is another note in pencil by 
the same hand, as follows: ‘1811. 3 mo. Hints on the treatment 
of insane persons, by S. Tuke. To the Governor of the New York 
Asylum.” The manuscript is written in a neat, clear hand, and 
signed in still another hand, “S. Tuke.” The pages are bound 
together without a cover. The manuscript may be the original, 
dictated by Samuel Tuke, or perhaps is only a contemporary copy. 
The “ 3 mo.” for the month of March is suggestive of its Quaker 
origin. If this is a copy, the original cannot be found at the 
Bloomingdale Hospital (New York Hospital), White Plains, New 
York, Mr. Crane, the secretary of the Society of the New York 
Hospital, has made a thorough search for it. Dr. William L. 
Russell, the present superintendent of the Bloomingdale Hospital, 
states that “ Mr. Thomas Eddy, a member of the board of gov- 
ernors of the society, who was especially active in the establish- 
ment of the Bloomingdale Asylum, received in 1815 a letter * from 
Samuel Tuke, of the York Retreat. We have a printed copy of 
this, and so far as I know, the only one in existence. In this letter 
reference is made to a publication by Mr. Tuke on ‘ The Con- 
struction and Economy of Pauper Lunatic Asylums.’ This was 
evidently something different from the document which you have.” 


*“ A Psychiatric Milestone. Bloomingdale Hospital Centenary, 1821-1921.” 
Privately printed by the Society of the New York Hospital, 1921. 
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The history of the Tuke family is of great interest to both the 
medical historian and the psychiatrist. William Tuke, the first of 
the famous line, was born in 1732 and died in 1822. He founded, 
with the aid of his son Henry, the ‘ York Retreat for the Insane ”’ 
near York, England, about 1792. He was a Quaker, and the 
retreat is often spoken of as “ The Quaker Retreat.” It was the 
first attempt at the humane treatment of the insane before the 
time of Pinel. His grandson, Samuel Tuke (1784-1857), was not 
a physician, but continued the work of his grandfather at the 
York Retreat. He wrote, in 1813, “The description of the 
Retreat,” two years after the manuscript described here. In this 
book are embodied the ideas expressed in the manuscript. His 
son, Daniel Hack Tuke (1827-95), was a distinguished physician 
who collaborated with J. C. Bucknill in “ The Manual of Psycho- 
logical Medicine ” (1858), the outstanding book of its time on this 
subject.” In 1892, at the celebration of the centennial of the York 
Retreat, D. Hack Tuke delivered a lecture on its early history, 
published the same year in London. 

It is not surprising, therefore, that the board of governors of 
the newly formed New York Hospital, in 1811, requested Samuel 
Tuke to send them some notes to aid in the establishment of a 
new hospital in White Plains. The York Retreat had been a 
pioneer institution in the care of the insane. 

The advice given by Samuel Tuke in the notes was “ chiefly 
drawn from the experience of the Retreat in York.” He tells the 
hospital authorities in New York that in the selection of a manager 
for their hospital they should be careful to pick out one with “a 
natural quickness of perception, a tendency to observe the varie- 
ties of mind which will enable him to perceive with readiness and 
apply with address such moral treatment as the different cases 
may require.” In other words, he insists that actual experience 
in the care of the insane ought to be the best teacher. 

Under the heading “ Medical Treatment,” he states that the 
experiences of the retreat up to that time have not thrown much 
light on the medical treatment of insanity ; it has led him to believe 
that one can expect to accomplish little by its aid and has con- 
vinced him of the folly as well as cruelty of forcing upon the 


* Fourth edition published 1879. 
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patient a large quantity of nauseous draughts. Furthermore he 
says that “ the warm bath has been much used at the Retreat for 
several years in all cases of melancholia with the happiest effects.” 
In place of large doses of opium, he suggests that much can be 
accomplished by a liberal supper as an effectual anodyne. Patients 
with violent excitement who are indisposed to sleep are “ supplied 
freely with meat or cheese and bread, and good porter,” also, “ in 
cases where the patient is averse to taking food, porter alone has 
been employed with great advantage.”” Cupping he uses occasion- 
ally, but he is averse to the use of general bleeding and other 
evacuations. He thinks that the high situation of the retreat, with 
its very dry air, is an important feature in treatment, and insists 
that patients should be exposed to the open air, or at least kept 
in well-ventilated apartments. He is against the use of low diet 
or violent evacuations. 

He insists further upon the use of uniform kindness to patients 
and “never to deceive them, either by promise or threat.” He 
states that the idea of commencing an acquaintance with a mentally 
deranged person by “an exhibition of strength, has been found 
at the retreat extremely erroneous, and to be a part of that cruel 
system dictated perhaps by timidity, which has so long and unhap- 
pily still prevails in many of the receptacles for the insane.” 

In the paragraph on “‘ Modes of Ceercion”’ he notes that “ kind, 
yet firm, treatment has been found to supercede the necessity of 
much coercion of any kind, and neither chains nor corporal punish- 
ments have ever been allowed on any pretense at the Retreat.” 
Certain methods of restaint, however, were used occasionally, 
such as the straight-jacket or a belt around the waist. 

Before the time of the first Tuke, the history of psychiatry 
is too well known to warrant description here. An excellent 
account of this period is found in Garrison’s History of Medicine. 

In contra-distinction to the medizval ideas regarding the treat- 
ment of the insane so common throughout the eighteenth century, 
we find William Tuke in 1792 founding the York Retreat on a 
definite humane basis. The advice given by Samuel Tuke to the 
New York Hospital clearly carried out the ideas of his grandfather. 
The treatment of the insane in this country, therefore, was 
founded on the principles established at the Quaker Asylum. 
Slightly after the time of the earlier Tuke we have the great 


428 NOTE FROM SAMUEL TUKE TO NEW YORK HOSPITAL [Jan. 


work of Pinel and his successor Esquirol at the Salpétriére in 
Paris. Some of this work in France was done about the same time 
as the work at York, but William Tuke knew little of it. Pinel’s 
great work of insanity (Traité Médico-Philosophique, Sur l Alién- 
ation Mentale), appearing in 1801, must have affected somewhat 
the founding of the New York Hospital. Esquirol’s work, “ Des 
Maladies Mentales,” did not appear until 1838. The work of 
John Connolly “ The Treatment of the Insane without Mechani- 
cal Restraints,” 1856, and that of Gardiner Hill, 1839 and 1840, 
carried out the ideas already established by the Tukes, and laid 
more emphasis on the “ non-restraint,’”’ or open-door methods. 

This manuscript is therefore of interest because of the ideas 
expressed by Samuel Tuke in the first decade of the nineteenth 
century, many of which were directly incorporated into one of 
our great institutions for the care of the insane. The manuscript 
itself will be found deposited in the library of the Bloomingdale 
Hospital, White Plains, New York. A complete copy is appended 
to this note. 


1811 
3 mo. 
HINTS ON THE TREATMENT 
OF INSANE PERSONS BY 
S. TUKE. 
To the Governors 
of the New York Asylum. 


For the Gov" of the New York Hospital. The following general hints on 
the treatment of insane persons have been chiefly drawn from the experience 
of the Retreat in York. The Compiler however is fully aware that after all 
which can be learnt from others, much must remain for experience to teach. 
The modes of insanity and consequently its treatment, will be found to vary 
in no small degree with all the varying characters, manners and habits of the 
human mind, and therefore, the object to which those concerned in the 
establishment of Lunatic institutions ought most peculiarly to direct their 
attention, is the selection of a manager who possesses, in addition to other 
qualifications, a natural quickness to perception, and tendency to observe the 
varieties of mind which will enable him to perceive with readiness and 
apply with address such moral treatment as the different cases may require. 

Medical treatment. It must be confessed that the experience of the 
Retreat has not thrown much light on the medical treatment of insanity. 
It has however led the manager to believe that but little is to be done by its 
aid, and convinced him of the folly as well as cruelty of forcing upon the 
patient a large quantity of nauseous draughts at a time when probably his 
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aversions are more than usually strong, and when he is with difficulty induced 
to take the food necessary for his support. The use of medicine is however 
far from abandoned at the Retreat. In all cases where the disease has 
supervened, or is attended by any obvious bodily disease, however slight, 
advantage may reasonably be expected from the removal of such complaint. 
The warm bath has been much used at the Retreat for several years in all 
cases of melancholy with the happiest effects, indeed, there has not been 
any recent case in which it has been employed without relieving or removing 
the complaint. The patient usually makes use of the bath every other day, 
and continues in it about 20 minutes at a temperature of about 85 degrees. 
The time of continuance is gradually advanced to nearly an hour, and the 
temperature to about 96 degrees. 

The difficulty of obtaining sleep for maniacal patients, and that opium 
taken in large doses frequently produces no effect is well known. It 
suggested itself however to the sensible mind of the superintendent that 
all animals in a natural state repose after a full meal, and, reasoning by 
analogy, he was led to imagine that a liberal supper would perhaps prove 
the most effectual anodyne. He therefore caused a patient whose violent 
excitement of mind indisposed him to sleep to be supplied freely with meat 
or cheese and bread and good porter. The effect answered his expectation, 
and this mode of obtaining sleep has since been generally and successfully 
employed. In cases where the patient is averse to take food porter alone 
has been employed with great advantage. Medical attention to the general 
bodily health during convalescence and in the lucid intervals of the patient 
is of great importance. The return of the disease may frequently be sus- 
pended if not prevented by this kind of attention. The operation of cupping 
applied to the head, temples, or neighbouring parts, has very frequently 
been attended with great advantage where any pain or heat has been felt 
in the head. General bleeding and other evacuations have been found injuri- 
ous at the Retreat, and are therefore not used except where their necessity is 
indicated by the state of the bodily habit. 

Air and Regimen. The situation of the Retreat is high and affords a very 
dry air, which there is reason to believe is of very great importance to 
lunatics, but more especially for those of the melancholy class. All the 
patients should as much as their cases will allow be exposed to the open air, 
and particular care should be taken that their different apartments be well 
ventilated. 

The regimen of lunatics should be regulated by a consideration of the 
nature of the disease and the state of the bodily habit. The experience 
of the Retreat has fully convinced the manager of the general impropriety 
of reducing the patient, however violent, by a low diet, or violent evacuations. 
The following is the general diet of the patients, viz. Breakfast. Milk and 
bread or milk porridge. Dinner. Pudding & flesh meat six days in the 
week, fruit pudding and broth one day. In the Afternoon the men have 
bread and beer, the women Tea or Coffee. Supper is generally the same 
as breakfast, sometimes bread, cheese, and beer. The parlour patients when 
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sufficiently well partake of whatever comes to the superintendent's table, 
and some are supplied from it in their own apartments. 

Moral treatment. It will naturally occur to most persons that the first 
objects to which the attendants upon lunatics ought to apply is, to obtain 
their entire confidence and good opinion, and for this purpose it is necesary 
to treat them with uniform kindness and never to deceive them, either by 
promises or threats. The idea, which has too much prevailed, that it is 
necessary to commence an acquaintance with lunatics by an exhibition of 
strength, or an appearance of austerity, has been found at the Retreat 
extremely erroneous, and to be a part of that cruel system, dictated perhaps 
by timidity, which has so long and unhappily still prevails in many of the 
receptacles for the insane. Perhaps, in general, much familiarity when a 
patient first enters the house would have a tendency to lessen that authority 
which it is in some cases necessary for the attendant to possess and exert, 
but let it be remembered, that in most instances of mental depression, the 
behaviour, though it ought to be firm, cannot be too kind, conciliating, and 
tender. There may however, be particular cases in which the attendant may, 
perhaps with advantage, assume a distant and somewhat important manner, 
but it must be done with extreme judgment, as the observation of maniacs 
is frequently morbidly acute. 

It rarely happens that all the faculties are deranged at the same time, 
and the moderate exertion of those which remain sane, is calculated to 
correct and strengthen those which are diseased. The patient on all 
occasions should be spoken to and treated as much in the manner of a 
rational being as the state of his mind will possibly allow. By this means 
the spark of reason will be cherished, and that painful feeling of degreda- 
tion which must be felt in a greater or less degree by all who recover the 
loss of their rational powers, and which cannot fail materially to depress 
them, will be greatly lessened. During the state of convalescence attention 
to this hint is peculiarly important, and the greatest advantage has been 
found to arise at the Retreat from introducing the patients who appear 
to be recovering into the society of the superintendent and the other rational 
parts of the family. This liberty is afforded to the Poor as well as the 
more opulent patients, as it has been found very materially to accelerate 
the recovery, if indeed it be not essential to it. Of the modes of em- 
ploying the minds of maniacs, those are to be preferred which are accom- 
panied by bodily action, which are of the amusing kind, and are most 
opposite to the illusions of their desease. When the patient is himself 
inclined to any particular employment, if not very unsuitable, it should 
be ~>ized as a favorable circumstance, and carefully encouraged. Conversa- 
tion with those who can condescend to their weaknesses and walks into the 
country under suitable care has been found of essential benefit to the different 
classes of patients. The salutary effects of air and exercise, the variety 
and the beauty of the objects of nature and rural life, as well as the subjects 
on conversation which these excite, have a strong tendency to still the 
effervescence of an overheated imagination, and to inspire the anxious and 
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melancholy mind with tranquil and pleasing emotions. The experience of 
the Retreat has fully shown in melancholic and hipocondriac cases, close 
confinement is of all things the most unsuitable. Hence we may explain 
why so few cases of melancholy are cured in lunatic asylums in general, 
and hence, happily, we may also in great measure explain why so many 
labouring under these most effecting complaints have been restored by their 
treatment at the Retreat to their families and society. 

Several of the convalescents are made useful in assisting the attendants, 
and the females in general are employed in needle work where they can be 
safely entrusted with the necessary implements. The use of books and 
pen and ink are generally allowed, and the indulgence has been found gen- 
erally beneficial. It must however be allowed that a suitable mode of 
employing the men patients is still a desideration. 

The principle of honour is often very strong in the minds of lunatics: 
I have often known patients who were under a voluntary engagement of 
good behaviour, hold a successful contest for a considerable length of time 
with the strong wayward propensities of their disorder, and even conceal all 
marks of aberration of mind. The attempt is highly beneficial to the patient, 
and ought to be sedulously encouraged by the attendant. 

Several of the patients are permitted to attend the meetings for religious 
worship in the city, and all who are suitable are assembled together on a 
first day afternoon when the superintendent reads to them some chapters 
of the Bible. A profound silence ensues, during which as well as the 
reading it is curious to observe the order with which the patients conduct 
themselves and control their different propensities. In cases where the 
patient is disposed to be violent, advice given in a friendly manner is very 
often successful in preventing the necessity of harsh measures, which ought 
never to be employed without absolute necessity and then with obvious 
marks of regret on the part of the attendant. 

It is proper however to observe that no advantage has been found to result 
from reasoning with maniacs on their particular hallucinations. One of 
the distinguishing marks of insanity is a false conception, which of course 
occasions an incapacity of conviction. The attempt therefore generally 
irritates the patient, and rivets the false perceptions more strongly on his 
mind. 

When a patient proves refractory, and coercive measures are indispensable, 
it is advisable to have an ample force employed, as it prevents in general 
any attempt at resistance, but, where such force cannot be obtained and the 
case is urgent, courage and confidence will usually overcome the violence 
of the patient, for there are hardly any instances in which maniacs have 
displayed true courage. The superintendent of the Retreat was one day 
walking in a field adjacent to the house with a patient who when opposed 
was apt to be vindicative, an exciting circumstance occurred, the maniac 
retired a few paces and took up a large stone which he held up as in the 
act of throwing at his companion. The superintendent in no degree ruffled, 
fixed his eye upon him, and in a resolute tone of voice, at the same time 
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marching towards him, commanded him to lay down the stone. As he 
approached, the hand of the Lunatic gradually sunk from its threatening 
position and dropped the stone to the ground. He then submitted to be 
quietly led to his apartment. One motion of timidity on the part of the 
superintendent might have cost him his life. 

Modes of coercion.—Kind, yet firm treatment has been found to supersede 
the necessity of much coercion of any kind; and neither chains or corporal 
punishments have ever been allowed on any pretext at the Retreat. The 
strait-jacket, or a belt round the waist which has straps that confine the 
arms close to the side are the only instruments of coercion made use of 
when the patient is not in bed. When it is necessary to confine the patient 
in a recumbent posture, the superintendent has invented a mode of fastening 
which allows a change of posture and the bending of all the joints of the 
body. As it would be difficult to describe this excellent contrivance a model 
is intended to be sent. If in any instances chains are necessary for the 
confinement of lunatics, it is much to be feared that the highest pitch of 
maniacal fury has been excited by the cruelty or improper treatment of the 
attendants, very few of whom are fit to be entrusted with much power. It 
should therefore be as limited as it can be with safety, that they may be 
obliged to use every means to govern, rather by esteem than severity, and 
avoid everything likely to exasperate the patient. 


S. TuKE. 


THE PROGNOSIS OF INVOLUTION MELANCHOLIA.** 


By AUGUST HOCH, M.D., 
Late Director, Psychiatric Institute, New York State Hospitals 
AND 
JOHN T. MacCURDY, M.D., 


New York. 


“Involution melancholia,” sometimes spoken of simply as 
“melancholia,” is one of the most frequent forms of mental 
disease, and the term is one of the oldest in psychiatry. Never- 
theless, the clinical position of this group and the outcome of the 
psychosis are still matters of dispute. Until 1907 the disease was 
generally held to be a clinical entity with variable prognosis. 
For instance, in the seventh edition of his text-book, Kraepelin 
says: “ It includes all pathological states of anxiety in more ad- 
vanced age, which are not episodes in the course of other forms of 
insanity. Delusions belong also to this clinical picture in addition 
to the mood disturbances.” As to the prognosis, he found that 32 
per cent of his cases were chronic, while 19 per cent died within 
two years after the onset. 


* Read at the seventy-seventh annual meeting of the American Medico- 
Psychological Association, now The American Psychiatric Association, 
Boston, Mass., May 31, June 1, 2, 3, 1921. Published by arrangement simul- 
taneously in The Archives of Neurology and Psychiatry. 

* This is a problem which interested the late Dr. Hoch for many years. In 
the spring of 1919 he began a review of some 108 cases which he had 
examined between the years of 1895 and 1905 at the McLean Hospital in 
Waverly, Mass. Through the courtesy of Dr. Packard of the McLean 
Hospital and the superintendents of a number of other hospitals to which 
some of these patients had been transferred, it was possible to learn the 
outcome of the majority of the psychoses observed. Together we began an 
analysis of this material and reached some tentative conclusions. Since 
the untimely death of the originator of this work, a reexamination of the 
case histories seems to confirm these first formulations and justify a pub- 
lished report—J. T. M. 
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Only one important objection was made to the view that invo- 
lution melancholia is a disease by itself. Thalbitzer * asserted that 
melancholia was related to the “angry mania” of Kraepelin and 
that the latter’s third “ mixed condition of manic-depressive insan- 
ity,” the “ depressive excitement,’ was practically identical with 
melancholia. These views, however, were not widely accepted. 

In 1907 appeared a work by Dreyfus * which was rather revolu- 
tionary in its effects. He investigated the later development of 
85 cases in which the diagnosis of melancholia had been made in the 
Heidelberg Clinic since 1892. He found that a large number of 
patients whose condition had been considered irrecoverable, even 
deteriorated, finally recovered, although the favorable outcome 
might not appear for almost ten years. The conclusions he drew 
have had much influence on psychiatric classification, for many 
physicians have followed him in regarding these cases as belonging 
to the manic-depressive group. He argued that many patients 
give a history of prior attacks and some pass from melancholia 
into a manic phase. This would indicate that the behavior of the 
psychosis is the same as that of the recognized forms of manic- 
depressive insanity. Patients failed to recover only in rare 
instances where the melancholia passed over into arteriosclerotic 
dementia. The ultimate prognosis is therefore as good as in 
manic-depressive insanity except for the frequency of death in 
these advanced ages. Finally, the clinical picture is made up 
of manic-depressive symptoms, particularly those of the circular 
“mixed conditions.” Specifically these are, of the manic group: 
emotional variations (sometimes in the direction of euphoria but 
often as cessation of the depressive mood in the latter part of the 
day) ; excitability and irritability ; need of communicating troubles ; 
pressure of speech; flight of ideas; inflation of the ego; even with 
expansive ideas. On the depressive side the symptoms in common 
with melancholia are obvious: painful emotions of sadness, 
anxiety, etc., and inhibition of thought. 

Both his evidence and arguments have carried much weight 
with psychiatrists, particularly in Germany. Kraepelin, for in- 


* Thalbitzer, S.: Melancholie u. Depression, Allg. Ztschr. f. Psychiat. 
62: 1905. 
* Die Melancholie, Jena, 1907. 
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stance, has accepted them, practically in toto, and in the eighth 
edition of his text-book has eliminated melancholia as a separate 
nosological category. One effect of this has been to make Kraepe- 
linian depression a complex and puzzling picture. In it all kinds of 
clinical entities are assembled and many varieties of emotion, the 
one constant feature being an unpleasant affect, whether this be 
of sadness, anxiety or a painful tension. 

Argument, however, may be directed against Dreyfus’ asser- 
tions. The most crucial question is that of prognosis. Since his 
work psychiatrists have been more on their guard against making 
pessimistic prognostications, yet they know that some patients 
do not recover. For instance, in our series there are patients 
whose psychoses persisted practically unchanged for as long as 
twenty years without the development of symptoms pointing to 
arteriosclerosis. Invariability of recovery is, therefore, not a 
feature of involution melancholia. A history of prior attacks cer- 
tainly tends to make one expect the psychosis in question to be 
benign, but we get the impression on reading his case reports that 
Dreyfus’ zeal outran his judgment. In a.number of cases he 
ferreted out a history of depressions so mild as to seem to be 
neuroses or merely more or less normal mood swings. Variations 
of the emotional status are of great theoretic, psychologic impor- 
tance, but they should not be called “ psychoses ” as long as their 
manifestations remained within certain limits. Otherwise nearly 
the whole world is, or has been, insane. As to his claims for the 
appearance of manic and other manic-depressive symptoms, we 
cannot find this convincing. There are, in psychiatry, few pathog- 
nomonic symptoms. Clinical types are made up of certain groupings 
of symptoms. For instance, by selecting and putting together the 
proper features of a number of manic-depressive cases, one could 
easily paint a fair picture of dementia precox. Yet no one would 
ally dementia precox with manic-depressive insanity for that rea- 
son. Similarly, intensive study of a normal person may enable one 
to recognize in him all these symptoms. If sad, happy or worried, 
should he be called insane? Some of the symptoms he mentions 
are peculiarly nonspecific. For instance, emotional variations, ex- 
citability and irritability appear not only in normal reactions but 
in general paralysis, epilepsy, deliria, dementia preecox and manic- 
depressive anxiety. Other symptoms are extreme rarities in in- 
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volution melancholia. Of these we may cite grandiose ideas (in 
pure form) and flight of ideas. 

In spite of these objections, however, one feels that there is 
evidence for believing that some relationship with manic-depres- 
sive insanity exists. When a psychosis occurs, that is one of a 
series in the same person, that is characterized by emotional dis- 
turbance and ends in recovery, it is hard to deny its kinship with 
manic-depressive insanity. On the other hand, if the chronic 
cases are to be included with the benign, this forces a modification 
of our ideas about manic-depressive insanity in an essential point. 
If the bar of good prognosis be let down, one would have to 
admit many cases of dementia precox as well. An alternative is 
thinkable. It may be possible to differentiate between the benign 
and malignant melancholias, relating the former to manic-depres- 
sive insanity and the latter to dementia precox. This could be 
done only if it were found that the prognostically bad symptoms 
were of a kind which we already view as schizophrenic in ten- 
dency. The results of our studies would seem to point in this 
direction. 

Our program was to study the patients who recovered and thus 
determine what symptoms were benign. We then examined the 
histories of the patients who did not recover to discover the differ- 
ences in their symptoms from those of the first group. Sufficient 
data were available in sixty-seven cases to justify their inclusion 
in this report. Of the others, it was either impossible to learn 
what the outcome of the psychosis was, or death ensued too early 
to justify any conclusion as to the chronicity of the disease. 
Among the patients who had recovered it was found that the aver- 
age period before improvement was nine and one-half months; 
thirty-three improved during the first year of the psychosis, five 
during the second, one during the third and three during the 
fourth. One patient improved markedly after two years, then 
relapsed and began to recover only eight years after onset. The 
last was considered so anomalous a case as to justify the rule that 
patients with recoverable melancholias begin to improve in less than 
four years. We, therefore, have included among the chronic 
cases all those patients who died more than four years after 
the psychosis began without showing any signs of recovery. Jus- 
tification for this was evident when it appeared that the patients 
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who died unimproved after this lapse of time showed the sympto- 
matology of the chronic type. 

Regardless of whether these cases shall be grouped with manic- 
depressive insanity or not, we believe it leads to the greater clarity 
of understanding to discriminate between the typical manic-depres- 
sive depressions of early and middle life and the psychoses char- 
acterized as involution melancholias. We would define the former 
as reactions consisting of feelings of sadness, hopelessness, wick- 
edness, incapacity and unreality on the subjective side, with 
objective evidence of physical and mental sluggishness and an 
appearance of dejection in attitude and facial expression; such 
delusions as appear are concerned with the moral obliquity of 
the patient, while hallucinations are extremely rare. In the melan- 
cholias, on the other hand, on a general background of such 
symptoms, appear fearful delusions and marked anxiety, often 
with terrifying hallucinations ; a strong tendency to hypochrondia 
sometimes leading to fantastic delusions ; gross anomalies of con- 
duct with much irritability, perversity and sometimes filthiness ; 
finally, some patients show a loss of adequate emotional response 
to their environment or to their own ideas. Between these two 
types there are innumerable transitions, but between their ex- 
tremes a marked contrast exists. (In the same way transitions 
are seen between manic-depressive insanity and dementia praecox. ) 
What we will term the manic-depressive depression appears in 
later periods of life just as in youth and middle age. When there 
is no complication these patients recover and present no greater 
problem at this than at other ages. Our task lies with the cases 
of melancholia proper. 

In his seventh edition, Kraepelin outlines the prognostic data of 
involution melancholia as follows: In general, an unfavorable out- 
come is to be expected with a loss of emotional reaction unaccom- 
panied by a recession of delusions or with the development of 
absurd ideas. In milder cases, the emotional disturbance grad- 
ually disappears in company with the delusions, although the 
patients, in spite of an uncertain insight, become duller, their 
will power is weakened and they become less active, often assum- 
ing an inferior or whining attitude. With greater deterioration 
delusions gradually fade away. The patients develop a poverty 
of ideas, their minds become unclear, and they become forgetful, 
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indifferent and incapable of work. They have no insight but 
stand around dully, complaining monotonously. In some the 
definite picture of senile dementia develops. From this it will be 
seen that Kraepelin gives no criteria for predicting deterioration 
but rather describes what happens when deterioration takes place. 
We have attempted to study in retrospect the symptoms of the 
patients who recovered and of those who did not, in order to 
discover, if possible, what features in the earlier stages of the 
psychosis have a bad prognostic import. 


SYMPTOMS OF INVOLUTION MELANCHOLIA. 


In order to present our material in concise form, the cases are 
arranged in tables showing the presence or absence of symptoms 
which we have come to regard as peculiar to involution melan- 
cholia and essential in the prognosis, while a supplementary 
table gives a synopsis of all or most of the symptoms presented 
by the same patients. 

A brief description of these essential symptoms may make the 
tables clearer. The type of emotional reaction is briefly indicated 
so that no further explanation of this is needed. Different cate- 
gories of delusions are given in the next three columns. The first 
category of death and poverty ideas is important because these 
fancies are highly typical of any kind of involution melancholia. 
Death is usually represented in a violent form—the patient is 
going to be hanged, electrocuted, cut up, burned, buried alive, 
and so on. The wild fear so characteristic of these cases appar- 
ently is often a response to these thoughts. Sometimes the 
fancies appear in disguise as a delusion of immortality. The 
patient cannot die, no matter how he may suffer from starvation, 
torture or injury. In other cases there may be an elaboration of 
the theme into thoughts of wholesale murder. All relatives, all 
friends, all nurses, patients and physicians have been killed or 
are going to be; dead bodies are piled around, and so on. Prob- 
ably related psychologically to loss of life is the delusion of 
poverty. In its mildest forms this is merely a worry about 
expenses ; in the most exaggerated types the patient is convinced 
that the family fortune is dissipated and his relatives are all in 
the poorhouse. None of the death or poverty delusions seems 
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to have any bearing on the ultimate psychosis. Three-quarters 
of all patients have them. 

Hypochondria.—Even more frequent are the hypochondriacal 
fancies. We have divided these into two groups which seem to 
have some fairly definite relationship with the outcome. In the 
first group, which we term “ mild hypochondria,” there are wor- 
ries and complaints about health, pains, queer sensations, indi- 
gestion, constipation, etc., which are identical with, or analogous to, 
the complaints every physician is constantly hearing from his non- 
psychotic but merely neurotic patients. In involution melancholia, 
such imaginations simply tend to be more stressed. In the second 
type similar ideas are exaggerated into senseless and ridiculous 
delusions which often are associated with anal practises or other 
auto-erotic practices or fantasies. For instance, the patient 
declares he cannot swallow, although he may just have eaten; 
that his organs are all gone; that his bowels never move, that he 
passes so much by rectum that all the sewers are plugged; that 
an odor from him defiles the world; that he is paralyzed (while 
making movements) ; that he is only a foot high, and so on with 
endless variations. Such patients are often filthy in their habits, 
pulling feces out of the anus with their fingers, smearing the 
furniture and themselves. Frequently they masturbate shame- 
lessly, pull ceaselessly at their lips, etc. One practice which might 
be considered auto-erotic but which occurs often in convalescing 
patients is that of picking at the fingers, which may be more of 
an expression of restlessness than of indirect onanism. 

Irritability—Some discrimination between the conduct of 
the recovering and the chronic cases may also be made. Although 
a certain degree of irritability is frequent in the more serious 
benign psychoses, there is a tendency to constant peevishness only 
when the prognosis is grave. These patients seem to resent any 
attention with rude words, scratching, biting and striking, some- 
times with surly expressions of a desire to be left alone. This con- 
duct is extraordinarily like that of a spoiled child in a tantrum. 

Inadequacy of Emotional Reaction.—Deserving separate list- 
ing is the inadequacy of emotional reaction which occurs fre- 
quently in deteriorating cases. The psychoses with good prognosis 
show, as a rule, strong, even violent, affective symptoms. It 


30 


440 THE PROGNOSIS OF INVOLUTION MELANCHOLIA [ Jan. 


seems to suggest a bad outlook when a patient has thoughts of 
being killed and is indifferent. A more serious sign is a narrowing 
of the mental horizon when interests one by one disappear and 
attention is focused more and more on the patient’s body or on 
his troubles. These patients wander around monotonously whin- 
ing a stereotyped complaint. A small but rather definite subgroup 
is that of patients who have what we have been accustomed to 
term Organic Insufficiency, since the whole picture seems to re- 
flect a fundamental and general senescence rather than a localized 
cerebral abiotrophy with senile dementia or a largely psychogenic 
disturbance, such as characterizes so many of the involution melan- 
cholias. These cases usually begin with insomnia followed by a 
gradual loss of interest. If there are any self-accusations or 
paranoid or death ideas, they are in the background of the clinical 
picture. There are hypochondriacal ideas, but these usually are 
concerned with the patient’s condition in a vague, general way. 
Specific complaints are usually about constipation, with slight 
exaggeration, but they are never absurd or ridiculous. The 
patients usually wander aimlessly around, whining, unoccupied 
and apathetic. Sometimes there is mild restlessness, not accom- 
panied by poor sleep, however, as in the benign cases. Organic 
Insufficiency seems to have an invariably bad prognosis. 


BENIGN CASES OF INVOLUTION MELANCHOLIA. 
(TABLE I.) 


Examination of Table 1 reveals some interesting data. Both 
death and poverty ideas and mild hypochondriacal notions occur 
often, not infrequently dominating the clinical picture. In only 
one case (Case 26) were these fearful ideas expressed without 
anxiety, but this patient, on the other hand, sometimes showed 
affect. Some mention of severe hypochondria occurs eight times, 
but in four of these cases the remarks thus catalogued were 
occasional. Of these, three patients made such complaints only 
during a short episode, two of them showing at this period a 
special agitation. In one case (Case 4) the remarks were appar- 
ently similes rather than delusions, while in two more (Cases 
27 and 43) it seems on reviewing the records that the patients 
may have been using comparisons rather than expressing con- 
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victions. In Case 8 the hypochondriac notions were sometimes 
delusions and sometimes only metaphorical. This patient and the 
patient in Case 43 were the only ones who frequently expressed 
these ideas and neither had a consistent and obvious belief in the 
fancied disability. In no case do we find well-developed severe 
hypochondria to be a dominating, permanent symptom, so that 
we can assert that benign cases fail to show this common feature 
of involution melancholia prominently or consistently. The only 
patient (Case 8) who gave frequent utterance to unquestioned 
delusions of this nature was at the menopause. This deserves 
notice as will appear later. 

As to the symptoms which we list under the heading of peevish- 
ness, only seven of the forty-three patients who had recovered 
showed anything of this nature, and in most of them it was 
confined to mere irritability ; in only one (Case 43) was this more 
than an occasional phenomenon. It is interesting that only one 
in this series had a longer psychosis than this patient. 

To summarize the material presented in Table 1, these patients 
showed marked emotional reaction, usually anxiety with rest- 
lessness, and they had prominent delusions of death and poverty. 
Peevishness and severe hypochondria were isolated symptoms 
which were never sufficiently well developed to be consistently 
dominant features in the psychosis. Patients began to recover 
after an average duration of nine and one-half months, while 
recovery occurred from four months to six years after onset with 
an average total duration of twenty and one-half months. 


CurRoNIc CASES OF INVOLUTION MELANCHOLIA. 
(TABLE 2.) 


Table 2 shows a marked contrast in symptomatology. The cases 
recorded in this table are of those who did not recover during 
many years, the duration of the psychosis up to the last report 
being noted in the “ Chronic Years” column. Included also are 
the cases of patients who died without having shown any sign of 
recovery within four years after the onset or who seemed to have 
reached a chronic state some years later. As has been explained, 
all those who recovered showed improvement within this period, 
so that one is justified in assuming that death terminated a chronic 
psychosis. 
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In general, the emotional states and behavior of the patients with 
malignant melancholia are different from those.of patients with 
xenign cases. Instead of frank fear reactions, there were much 
moaning, whining, seclusiveness, surliness and often insufficient 
affect. Restriction of interest or affect occurred in ten out of the 
twenty cases. In each of these patients this loss was permanent, 
not subject to variations as in Case 26 who recovered, and it was 
always a prominent feature of the clinical picture. 

About the same proportion of chronic cases and those recover- 
ing shows death or poverty ideas, and these are of the same type 
roughly, so that probably these ideas have no significance for 
prognosis. 

A marked contrast is evident in the incidence of hypochondria, 
however. Roughly, three-fourths of the benign cases showed 
this symptom, but in only one-sixth was it a dominant character- 
istic. Of the chronic cases, on the other hand, eighteen out 
of twenty made such complaints and of the two who did not, 
one had a case of pure manic-depressive depression complicated by 
arteriosclerosis (Case 49*), so that one may say that hypochondria 
is almost always present in the more serious cases. It tends also 
to be more pronounced in its form, for in fourteen cases of the 
twenty it was a dominant symptom. The same tendency to exag- 
geration of interest in the body is evident in the frequency of 
severe hypochondria (an occasional symptom in the recovering 
patients) and of actual auto-erotic practices, fifteen, or three- 
quarters of the patients, manifesting this preoccupation ; in thir- 
teen of these it was a dominant symptom. 

Another minor symptom in recovering patients which is prom- 
inent in this second group is the exaggeration of irritability which 
we speak of as peevishness; fourteen of the twenty showed it, 
and in these it was a dominant feature. 

It is evident that the three symptoms of attention to the body, 
peevishness and restriction of interest or affect are definitely 


‘This patient showed some improvement nearly three years after the 
onset of his psychosis and might, of course, have eventually recovered had 
he lived. But since this improvement did not continue during the next 
four years, this seems unlikely. The case is included because it probably is 
one type of chronic psychosis—a benign reaction in which recovery is 
prevented by purely physical factors. 
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associated with a bad prognosis. Not one of these occurs as a 
versistent or dominant symptom in the recovering melancholias, 
while with two exceptions every fatal or chronic case showed one, 
two or all three of these malignant symptoms in marked form. 
The two exceptions rather go to prove this rule, for neither showed 
a typical picture of involution melancholia, one being a manic- 
depressive depression with arteriosclerosis and the other very much 
like the picture of a dementia praecox with constant delusions and 
hallucinations. 


DouBTFUL CASES OF INVOLUTION MELANCHOLIA. 
(TABLE 3.) 


If these two tables included all our material, dogmatic state- 
ments might be allowable. Unfortunately, however, simplicity 
and rigidity of definition are rarely justified in psychiatry and 
this study of involution melancholia offers no exception. In 
Table 3 appear data which seem to render doubtful the finality 
of the foregoing conclusions. Four cases are represented here 
which were not placed in the first two tables because the question 
of complete recovery was settled merely by report from relatives. 
We would have been justified in eliminating these from the series, 
were it not that three of them might have been expected to develop 
chronic psychoses according to the foregoing criteria. Whether 
these patients recovered fully or not cannot be demonstrated, 
but this, for our present purposes, is not so important. They 
certainly improved enough to return home. Had they been thor- 
oughly examined by a competent psychiatrist and found to have 
still some psychotic tendencies, this would mean little. Mild 
mental abnormalities are so frequent in old age as to be almost 
universal, so that our standard of normality, high for youth 
and middle age, must be lowered in considering cases of the 
senium. On purely theoretic grounds we might say that nearly 
all old people have symptoms of involution melancholia, with 
their worries about health and property of themselves and of their 
families, but practically, we are dealing with exaggerations of these 
tendencies which proceed to such development that the unfortu- 
nate ones become incompetent and intolerable burdens in the 
home. If, then, a patient becomes well enough to return home 
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and stay there, the presumption is that the accentuation of senile 
has disappeared. Let 


traits—the psychosis in this narrow sense 
us consider these cases one by one. 


Case 64 showed no insufficiency of affect, but there were constant com- 
plaints of the type which we have come to regard as malignant. She 
thought her rectum was broken off, that the urine came out of the 
wrong place, that nothing could pass to her stomach, etc. In addition she 
was occasionally peevish. She was, however, at the menopause. If one 
examines the two climacteric cases in Table 1, it is seen that these patients 
tend symptomatically toward the malignant type. For instance, Case 8 
frequently indulged in extreme hypochondriac delusions and was some- 
times peevish. Case 28 constantly complained that her sexual organs 
were shriveled up. These three patients, being at the menopause, constitute 
a small group, the members of which one might have expected to have 
chronic psychoses, who recovered or improved markedly. Although this 
group is small, the presence of demonstrable physical factors probably 
allows us to regard them differently from the usual patients with involu- 
tion melancholia. It is not difficult to imagine that the endocrine dis- 
turbances of this period may facilitate a graver degree of mental disintegra- 
tion than is possible without deterioration in normal physical health. 

Case 65 is a complicated one, in which the patient had mood variations 
like those of younger manic-depressive patients. She had many sexual 
delusions reminiscent of dementia precox. She thought she had been made 
pregnant by her brother-in-law, that men visited her room at night; she 
also complained of vaginal sensations. Had she been 30 or 40 years younger 
one would not have hesitated to make a diagnosis of dementia precox. It 
was not until she had been ill for eight and one-half years that she began 
to improve and was taken home. We have only her sister’s word to support 
belief in her recovery. It may well be that—at the age of 77—a senile 
or arteriosclerotic dementia wiped out the delusional and emotional symp- 
toms. At any rate this patient’s clinical picture did not coincide with that of 
involution melancholia, so that we are probably justified in disregarding it in 
our general conclusions. 

Case 66 was that of a patient who was frequently peevish but who showed 
no other unusual or malignant symptoms. Her case was not included in 
Table 1 chiefly because the dates of her improvement and recovery were not 
known. Her continued resentment at having been placed in a hospital may 
have been merely indicative of a character change rather than of an unre- 
covered psychosis in the narrow sense. 

Case 67 presents real difficulties. Self-accusations dominated the clinical 
picture with tremendous restlessness—a mixture, as it were, of manic-depres- 
sive depression and involution melancholia. For a long period she continued 
to smear feces over her clothing and even to pull them out of her rectum with 
her fingers. Later she became quiet and uncommunicative. By all our 
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standards this patient should have remained in a state of deterioration, 
and it was with surprise that we learned of her improvement in a state 
hospital to which she was transferred, and of her removal to her home. No 
argument can explain this case. It remains, quite frankly, an exception. 
But in any series of sixty-seven psychiatric cases, is not at least one exception 
to general rules encountered ? 


COMPARISON OF DREYFUS’ FINDINGS WITH THOSE OF AUTHORS. 


One is naturally interested in comparing the foregoing findings 
with the observations of Dreyfus. This is a difficult matter 
because data such as the exact nature of false ideas are not care- 
fully noted in his case histories in many instances. Further, it 
must be remembered that his patients were under treatment at a 
time when melancholia was generally thought to be frequently 
a chronic disease, so that patients not showing early improvement 
were regarded as chronic and quite possibly observed superficially 
and at long intervals. This may account for the statements that 
Case 13 and Case 20 did not show signs of improvement until after 
eight and six years, respectively. In general, his material seems to 
follow the rules which we have deduced from the series here 
reported. The possible discrepancies alone deserve mention. 

In Case 3 the patient complained for a month of being filled with feces 
and of being unable to defecate. Whether these ideas were qualified does 
not appear. At the end of the month doubt was admitted as to the validity 
of these complaints. We would probably have listed this case as showing 
an episode of bad hypochondria. Case 6 during a period of four months 
often smeared feces. One suspects, however, that the clinical picture 
was more like that of manic-depressive insanity than that of involu- 
tion melancholia. No false ideas are reported; for one day, at least, elation 
was present. Smearing is, of course, a frequent symptom with manic 


patients, particularly with those who become absorbed in their unexpressed 
thoughts. 


In his group of fatal cases no patient with fantastic hypochon- 
driacal delusions had recovered before death. 

Most of the patients in his “not yet recovered” group were 
apparently on the way to normality. 


One patient (Case 32), who apparently had the benign type of melancholia, 
developed arteriosclerotic dementia and was, therefore, a chronic case like 
that of the patient in our Case 49. In Case 31, although there were com- 
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plications, the patient showed no definitely malignant symptoms and appar- 
ently recovered. Apparently she did not leave the hospital because she had 
become “ institutionalized ” as so many old people do, and was apprehensive 
of quitting that comfortable environment. Case 30 only during the onset 
had the delusion that her stomach was closed and that nothing could 
pass through it. After many variations in her clinical picture she began 
to recover three and one-half years after onset and was apparently 
improving steadily when reported. This case we would classify as showing 
merely an episode of extreme hypochondria. Case 29 is interesting. The 
patient showed for a year, while under observation, persistent and dominat- 
ing hypochondriacal delusions. She was then taken home. Eight years after 
the onset she was reexamined. She was still hypochondriacal, was careless 
of herself and her home, did not go out, and had a feeling of insufficiency. 
This picture looks like that of chronic deterioration, yet Dreyfus calls it 
“manic-depressive insanity with hysterical tendencies!” 


CoM MENT. 


In general, then, a review of Dreyfus’ material gives us no 
urgent reason to doubt the validity of our conclusions. 

A word should be said about the nosological position of Involu- 
tion Melancholia. This analysis of symptoms tends to throw the 
material into two groups. In one, with a good prognosis, there is 
as a rule, a strong affective reaction and the delusions are of the 
same order as those appearing in manic-depressive insanity. In 
the other, the patients deteriorate and show symptoms distinctly 
of the kind we associate with dementia przcox; the affect is apt 
to be insufficient, the behavior is auto-erotic and negativistic in 
the extreme, and the delusions are ridiculous, expressing perverse 
sexuality. Plainly, then, “ Involution Melancholia ” belongs in two 
markedly opposed psychiatric divisions. There are two ways of 
meeting this difficulty. It may be regarded as a separate divi- 
sion with a variable prognosis or as two related psychoses. In the 
latter case one would regard the benign melancholic psychoses 
as a type of manic-depressive reaction (like mania, depression, 
stupor, etc.) and the deteriorating psychoses as a type of dementia 
precox. It is probable that individual taste is likely to determine 
the classification adopted by psychiatrists, at least for many years. 

An argument in favor of looking on involution melancholia as a 
reaction type of manic-depressive insanity is found in the clinical 
pictures of many manic-depressive patients. Conditions of 
marked fear of death, of loss of property, or of moral destruction, 
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with hypochondria but accompanied by no real sadness or retarda- 
tion are common as episodes or as entire psychoses in persons of 
early as well as advanced years. If space permitted we could, 
for instance, detail the history of a patient, aged 33, whose case 
caused much difference of opinion as to diagnosis. He recovered 
completely. On reviewing the full and accurate notes of the case 
it appears that symptom for symptom the clinical picture was a 
duplicate of that of involution melancholia. Had he been twenty 
or thirty years older there would probably have been no confusion 
of opinion among those who observed him. 

It is not within the scope of this report to discuss the psychology 
of involution melancholia. It may be remarked, however, that 
the regressive mechanisms of the malignant psychoses seem 
closely related to those of dementia precox, while the analogy 
holds just as strongly between the psychology of benign cases and 
that of manic-depressive insanity. 

One point should be mentioned of theoretic and, possibly, great 
practical importance. In both Dreyfus’ and our own material it 
seems a rare event for a melancholic patient to recover fully 
while still in the hospital. The return to complete normality 
occurs at home in the patient’s normal environment. This is in 
marked contrast to the phenomena of recovery in most cases 
of manic-depressive insanity, with the exception, perhaps, of the 
stupors. 


SUM MARY. 


We may state the following as the result of our work: The 
results in a series of sixty-seven patients in whom the final out- 
come was determined in all but one case, cause us to conclude 
that patients with involution melancholia recover unless they 
show as dominant symptoms: marked insufficiency of affect, 
peevish or auto-erotic behavior, or ridiculous hypochondriac 
delusions which usually are concerned with the alimentary tract. 
These prognostically bad symptoms may be present for a short 
phase of the psychosis in women at the menopause without their 
prejudicing the outlook for recovery. All patients who eventually 
recover show some improvement within four years after the onset. 
The others run a chronic course or die unimproved. 
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Se 

23 

g Emotional state. 

et 

1 47. © Restless, moaning. 

Restless. 

2 46 Gloomy, unoccu- 
pied; sometimes 
restless; marked 

inadequacy. 

3 664+*% Unoccupied; in- 


adequacy with 
slight restlessness. 


o Unoccupied; fussy 
manner and com- 
plaining. 


4 64 


Inadequacy; 
dejected. 


Inadequate for 
her work. 
Depressed two 
weeks. 
Sometimes rest- 
lessness; worry, 
jealous of hus- 
band and friend, 
ashamed of it; 
confused, 
change my mind 
so often.” 
Much distress. 


6 59 


7 56 2 Agitation, wring- 
ing hands, tense, 
anxious, sus- 
picious (tastes 
food), indefinite 
dread. 


Two weeks: More 
agitated, shouting, 
reaking glass, 
throwing 
furniture. 
Quieter, still sus- 
picious and having 
feeling of dread. 
o Inadequacy, retar- 
dation, some fear, 
fidgety. 


8 48 


Depressed; re- 
tarded; exhila- 
rated spells. 


Other 
Death appre- Self- 
ideas. hensive accusation. 
ideas. 
Suicidal 


attempt. 


I will be 
dead to- 
morrow. 


Will be kill- 
ed, hanged, 
for killing 
husband. 


Will 
alive; will 

put in 
place, death 
to-night and 
terrible pun- 
ishment,ideas 
of reference 
in connection 
with death; 
putting flow- 
ers in water 
means will be 
drowned, etc. 
Fears poison. 


Nurses going 
to put him 
under 
ground, go- 
ing to burn 
him, going 
to murder 


him. 
Place in hell 
for her. 


Fear of burn- 
ing, dogs will 
eat her, may 
be hung or 
dissected. 


against her. 


Will be 
taken away. 
Worries over 
inadequacy; 
will not get 
well; what 
will become 
of family? 
Nothin 
live for; 
losing mind; 
worry over 
condition. 


Blames self 
for condition. 


Will mot re- 
cover; worry 
over condi- 
tion; wife will 
cometo want. 


Losing her Killed hus- 


mind. band by her 
Will not get jealousy; not 
religious 
Meshend enough; will 
dead. be taken to 
court. 
Home broken Terrible 
up, husband thoughts 
has remar- of people, 
ried; in poisoning, 
prison. etc.; feels 
responsible 
for them. 


Will go to Has not done 
ruin; every- business well. 
body against 

him; indefi- 

nite dread of 

something 

to happen. 
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Unreality. 


Real world? 
real people? 
suspended 
in space; 
everythin ng 
elongate 
and en- 
larged. 


Jan. 
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Severe Mild 
Negation. hypochon.fypochon¢ 
dria. 
'measine 
| 
No cars run- No room 
ning; 1m food; n 
fire, no stomach; "dod 
water, no not urinate 
clothes. all simil 
not actual 
delusions, ening 
ains th 
limbs 


No stomach, 
no mouth, 
head, shrunk 
en, no opening 
to body, does 
not breathe 
through nose} 
only smiles 
when criti 
cized. 


* Manic circular. 


| 
| 
{ 


Mild 
. Jypochondria. 


‘easiness. 


‘ressure in 
on head. 


1; dog 


sen- 
ation and 

ains through 
limbs. 
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Analerotism. Autoerotism. 
Picking 
fingers. 
No passage Picking 
down her fingers. 
throat; noth- 
ing passes 
her; both as 
similes. 


Adult 
sexuality. 


Irritability, 
peevishness. 


Husband un- 
true;later he 
accuses her 
of infidelity. 


Complains 
about condi- 
tions on 
ward. 


Spat food 
out of mouth, 
knocked dish 
out of nurse’s 
hand; quar- 
reled over 
trifles. 
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Poverty 
ideas. 


Will be poor. 


Idea of 
poverty. 
Worry over 
expenses. 


No money to 
stay here; no 

money 
buy clothes. 


to 


Nomoney, no 
clothes, pov- 
erty, scared 
about luxuri- 
ousness; re- 
fuses food 
because can- 
not pay; later 
because no 
stomach. 


Sleep. Variations. 


Begins with 


menopause. 
Poor sleep 
when rest- 
less. 
Marked 
insomnia. 
Poor. 
Sister’s 
throat is 
cut. 
Attacks of 
indigestion; 
heightened 
blood pres- 
sure also 
some months 
after dis 
charge. 
Mild sleep- 


lessness. 
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vere 
chon| || 
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rinate) 
simil 
actual 
sions, 

| 
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shrunk 
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RG ideas dria. 
& 
= — 
10 45 Rather dull, not ........ Somethin 
retarded; appre- terriblemight ‘“* somebody 
hensive. happen; peo- might have 
ple waitin led me 
outside; will astray.” 
be arrested. 
11 66 2 Marked inmade- .......... Never amount- No affec-  ........ 
quacy, with some ed to anything, tion 
restlessness. did not take 
enough inter- 
est; degener- 
ate; never had 
a decent trait. 
12 61 1 In despair, colos- Something is Going to lose “I have wreck- “Can't 
sal restlessness, going to her mind; ed their lives, sympa- 
moaning, rocking. destroy her; frightful killed them all, thize 
markedly thoughts. shall lose my can’t 
suicidal. mind and it is enjoy.” 
: my fault.” 
happen. 
Restlessness, with Will be cut Afraid will Disgraced sis- 
immobile face, up. be punished; ter; said she 
certain con- police wait- stole from em- 
straint. slow in ng; will be ployer; then 
answering ques- armed, “not guilty.” 
tions referring to never did any 
her worry. harm. 
14 47. 3. Depressed, dull, No hope, no 
inadequacy. salvation. money; no sal- 
vation, people 
his real 
character. 
15 56 Restless, hard to “Are they Fears poison edched. 
say what she going to 
worries about, kill me?”  ofherletters; 
confused. worry about 
home and 
children. 
16 45 2 Imadequacy, guilt, Suicidal. Familybrand- 
episodic agi- ed for life; 
tation. prison; some- 
thing will 
happen to 
husband; 
arrested; 
police spies 
about. 
17 55 3 Depressed, listless. Going to die. Dreadful Contagious di 
a calamity. i ease; would i 
Often marked Will be Poison in think’ fect ‘woul 
restlessness and thrown on food; vitriol am not by unclean 
moaning. dump, naked, in wash alive, I breath; depo 
, torn to water. have so ulate cities 
pieces, head little feel- daughter of 
cut off, eyes ing for position an 
dug out, ethers.” husbend 
murdered, hanged on 
tortured; account of 
husband odor; stomad 
torn up. does not work 
ness, whining, world were “a 
wailing, especially going to fall 
in spells, looking on her; mind 
very distressed; going. ‘“ will 
complaints of be like my 
being discouraged. father ” (had 
melancholia). 
19 68 Dejected. Onset: Will Onset: Has done Has de- For five day 
die, last Arrested; much harm, stroyed substance gon 
day on house will dishonest. the stomach full 
earth. tall down. world; corruption;ag 
no life. tation, broke 
sentences ai 
conf sion. 
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evere 
Mild ‘ 
hypochondria. 
|Pins and ants in 
extremities; 
‘awling feeling 
all over, throb- 
bing feeling in 
chest. fullness 
in abdomen. 
| tions in head. 
A terrible strain we 
about the heart. 
Pinched feel- 
ing in head. 


Distress in 
head. 


| 


Indigestion; 
stomach 
burns. 


Peculiar aches 
| in legs and 

} hands, with a 
desire to move, 


* emotional 


also 
sufferin 
feeling. 


ve 
nce gon 
full 
otion ;ag 
broke 
wes all 
F 


Food is 
urine; fed 
by rectal 

tube. 


Autoerotism. 


Picking and 
biting nails. 


Irritability, 
peevishness. 


Adult 
sexuality. 


eee 
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Poverty 
ideas. 


** Money 
gone.” 


In poverty, 
will be put 
on street. 


No money; 
will starve. 


Money 
going. 


| 
we 


Sleepless- 
ness. 


Good 


sleep. 


Some. 


Fair as a 
rule; occa- 
sionally very 
little sleep. 


Poor sleep 
at first 


Insomnia. 


Good sleep. 


31 


Variations. 


Severe hypo- 
chondria, 
merely epi 
sodic. 


UDI 

only. 
gious di 

verybot 
inclean 
de 
cities 
iter to 
ion an 
sband 
ged on 
unt of 
stoma 
1ot wor 
ow ther 
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3 Ss 

o~ Other Self- Severe 

ees Emotional state Death apprehensive accusa- Unreality. Nega- hypo- M 

a os ideas. tion. chon- hypoc! 

@ ideas. tion. dei ypoc 

UO <m ria. 

20 54 0 Languid, tired. Mental powers Why was Burning | Burnit 

gone; won't get I born? up; worms! pain i 

better; sister insane, Am I to crawling | sore 1 

will be blind, will blame? over her. serves 

be electrocuted for “all g 

killing somebody; tomac 

mad like a mad an 

dog. 
Sudden marked restless- Devilsaid 
ness, distress, fear, suf- he would 
fering, excitement. murder | 
Quiet, marked depres- her: she 
sion, crying occasion- will be 
ally; gradually hopeful electro- 
but anxiety about sister. cuted ; 

21 63 4 Retarded; sometimes Gang Things going wrong. ...... 

restless, often. waitingto at home; has been aaa 

surly. kill him ruined by syphilis. owels, 

(once). does n 

22 45 Oo Marked restlessness  ...... Will be tried; some- 
with unequal re- thing will happen husband, = 
tardation. to husband and children 
children. andsister. 

23 64 1 Lethargy, worry, de- ....... Never get well, tunes Prick) 
pression, restlessness, what will hap- tion ‘ 
hopeless of recovery. pen to family. head 
Depression, but occupa- and f 
tionand better evenings. 

Two days stirred up, Will be ‘Will be tortured, will 
reticent, suspicious, used for be experimented on; 
began at night suddenly Vivi- says ideas are wild, 
when he got restless section. though not losing 
“to be kept for life.” suspiciousness. 
Improvement 1 month, oe Never get well. 
though still gloomy 
without special ideas. p 
Depressed, languid, un- Apprehensive but not 
occupied but can without insight; will 
smile. be left on street; at j 
police station; it will 
kill his family, ete. 
fretting over trifles. ing insane. isation ; 
of 

(probably result of 
suspiciousness). 

26 59 Oo Worried, restless, Will be Put in darkhole, will Disag 

anxious. cremated, be burned, putin lake sensa’ 
_Somotines composed, crushed of fire; wild animals feet 
speakingof apprehensive to death. tear her to pieces: ha 
i eas, often guilt, anx- also delusional in- 
ious and appealing to terpretations of 
physician. things heard. 
After three weeks, fol- 
lowing visit of husband, 
sudden improvement, 
henceforth variations. = 
27 61 Depressed, hopeless, Will be Will never recover, Ought to Syph 
then apprehensive. killed, be an throa 
burned, outcast. syph 
drowned, you 
strangled. ‘ 
28 45 o Depressed, cried; said ..... No interest, no .... Sex _organsEmpty 
col no ambition. affection for shriveled fin sto: 
Unoccupied, lack of family; does not (simile?). ff food 
energy, especially in care about ap- reach 
forenoon, better even- pearance; sleep loss 0: 
ings, much bitter unnatural; abil- feeling 
crying. ity to appreciate all ser 
is dulled; pain 
sensations and 
touch different; 
no natural 
: feeling in head. 
ing of awfu! depres- failure; not 
f sion; worry. neglect- smot 
ful of sens 
} 8. 
duties 
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1922 AUGUST HOCH 
By AUTHORS—(Continvep). 
ere Irrita- 
pal Mild | Anal- Auto- bility, Adult Pov erty Sleep. Variations. 
n- hypochondria. erotism. erotism. peevish- sexuality. ideas. 
a. ness. 
yorms pain in back, sleep crawling over 
ling | sore muscles, her,”’ prob- 
her. serves tingling, ably a death 
“all gone” in idea. 
tomach, mind 
weak. 
men, gas in surly. extravagant. not | 
ywels, nose dry, sleep.” 
Ss 
whore because she ex- 
yosed herseif in tear- 
ing clothes; stayed in 
bed and attracted men. x 
tee Prickly sensa- ee Property to be At first 
tion in body, taken to de- fair, 
head, knees fray expenses later 
| and forearm. ot keeping excellent 
| him in asylum sleep. 
and family 
will be desti- 
tute; money 
going; when 
all gone will 
be turned in 
street. 
jsation; disease paupers, erable 
of lungs. daughter go- insom- 
ing to poor- nia. 
house. 
coe Picking Frequently 
of fin- negativ- 
ers. istic. 
sensation in sleep. 
feet and 
hands. 
throat (had 
syphilis in 
youth). 
organsjEmpty feeling “ Sexual organs shriv- Usually Dry skin and 
iveled fin stomach as sive sai eled up attributes quite lack of perspi- 
mile?). ff food did not this to coitus inter- poor ration = hot 
reach bottom; ruptus; sex feeling sleep. bath. 
loss of sexual gone, clitoris petrified 
feeling and of also accounts for lack 
all sensations. of energy. 
not sleep, sleep 
smothering 
sensation. 


31 


32 


33 


34 


35 


36 


37 


BY 


Sev 
hypoc 
dri 


Cant 
swall 
anus | 
gest 
(cor 


occur 
only « 
ing 
spell 
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TABLE 4. —CASES STUDIED 
Death Other | Self- 
Emotional state. “ae apprehensive accusa- Unreality. Negation, 
nes ideas. tion. 
quiet, some inade- trivialities. not look 
quacy, slightly de- natural; 
pressed; worry com- cannot cry; 
pulsive thoughts. feels as if 
turned into 
stone. 
46 2 Much retardation at Ought to to pay for CWhenfreer) 
first, also stupor die, can- everything. the vilest 
symptoms, gradually not die. wretch, has 
freer, sometimes dragged fam- 
somewhat restless; ily into pov- 
agitated with erty,has terri- 
self-accusations. ble disease. Sa 
39 0 Gradual neglect of Onset: Asks Is afraid will have Family dead. 
= work and appearance; to be killed; a fit, a stroke or 
attacks of restlessness fears sutflo- go insane. 
with marked sensa- cation; is 
tions, writhing, pinch- afraid will 
ing herself, pulling be put into 
mot ith, crying for a box. 
help, “do something.” 
Intense restlessness, 
gradually diminishing 
with great distress; 
constant sensations. 
52. 1 Moderate retardation, She and daughter Misappro- 
sometimes slight rest- will be punished. priated 
lessness with money. 
suffering.” 
Melancholy without 
content but great 
tedium vite. 
49 0 Depressed, gradual Attempted Never get well. “Why am I (Retrospec- Everybody 
improvement. suicide. Will be put on a so wicked? tive) every- dead; no 
Sudden agitation, can- Will never paralytic’s water I don’t want thing seemed newspapers; 
not swallow food. die, will be bed; people here to do such a unreal—gen- no countries; 
everybody dead, etc. left on earth have their teeth dreadful eral dissolu- fields not work 
Unoceupied, whining, alone (as knocked out. thing.” tion; every- ed, seasons t 
discomfort. distress, punishment Human bodies thing short for cro 
and weak apprehen- for mis- ground up down- changed— to ripen; ti agitat 
sion, much lassitude deeds) ; stairs; this with room bigger. shorter;noca gitati 
and feeling of voices say strangeness of running; al 
inferiority he will be things made him business stof 
: taken into think buildings ped; wife nd 
dark, broken were made of suf- real (becaust 
on stones; fering human he thought 
thought he bodies; also that she was 
would be food and wicker dead); no on¢ 
boiled when chairs were flesh; eats or sleeps 
some one ideas of reference. 
ore ” 
obster. 
46 of Quiet, inadequacy, ++ Everything looks Ought to be 
discouraged. bad; borrows ashamed of 
trouble. himself. 
42. 0 Dread constantly com- Fears she something ‘ 
plained of, especially will die be- von happen to stitches mean 
marked at night; anew fore night; husband or son; to “_ ¢ the 
erate restlessness food poison- poison in food; to cross before 
shown in picking, ¢d; going to be taken away at her; odd 
some crying: sa be cut up; night;herteethwill things others 
gloomy appearance. four men_ be extracted; all to say are to 
will kil her. beburned;husband impersonate 
to be killed; wind her so that 
signifies this; toast she is 
passed in queer way blamed. 
means she wants to 
kill husband with 
toast; tea brought 
toher whilehusband 
is there means she 
is going to kill him 
and it is to brace 
her up, etc. 


* Depressive makeup. 
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BY AUTHORS—(ContTINvuED). 
ITED 
Severe Anal- Auto- Irritability, Adult Poverty 
Mild hypochondria. sexuality. Sleep. ariations. 
ae 
‘ion, 
Epigastric uneasiness.  oexualfeel 
ing when 
touched her 
breasts. 

Has terrible disease. Uri Resistive Dragged Pregnant at 
nates to treat- famuy entrance. 
and ment. inte 

defe- poverty 
cates 

. Throat feels contracted as Struck, Sleep Improved as 

though some one was grasp- scratched disturb she under- 
dead. ing it; he feels as though ind kicked ed at stood _ Sensa- 
eyes were coming out of nurses first. tions had 
socket, tongue pulled down, not signifi- 
palate swollen; numbness cance she 
and prickling in jaw and ascribed 
throat; feels hollow inside; to them. 
numb all over as though 
dying; prickly feeling; dis- 
comfort in stomach; head 
dull, big as drum, some- 
thing boiling it in, band 
sensation, numb. 
growing upward. knows her 
thoughts 
because 
things hap- 
pen when 
she ks 
of them. 
Cannot Pains all over body; lets Se: ee Worry Poor 
swallow, himself fall, says he is too sires not to over sleep. 
-ybody | @7US con- weak to get up; afraid of be dis- money. 
i; no gested falling and breaking turbed: 
papers (com- in pieces. begs to be 
untries;| Plaints lett in his 
Lot work! occurred room; 
sons toy OMly dur- whining 
or crog M8 one with 
on; ting Spell of skewed up 
r:noca@ 4gitation). face; often 
ing; al has to be 
ss stop dressed. 
wife nd 
(because! 
hought 
> was 
no ong 
r sleeps 
ple will good. 
come to 
want. 
| stomach trouble, idea of sleep. 
ee cancer or heart disease. 
Constant fear of going eee Cannot Irreg- Two subse- 
blind, also thought was pay ular. quent attacks 
eoneett growing deal or bills. with 


paralyzed. 


recovery. 


| 
q 


° 
oa % os 

< a" 
38 54 0 
39 50 1! 
40 47 2 
41 51 
42 50 2 
43 48 2 
44 63 
45 52 0 
46 68 o 
47 66 


400 


Emotional state. 


Mild restlessness, 

some ina lequacy, 

feeling of sin and 
worry. 


Listless, retardation, 
occasional queer 
smiles; sometimes 

ear. 


Mild retardation. 


Restless with inade- 


quacy. 


Depressed, inade- 
quacy, somewhat 
agitated, crying. 


Restless, moaning, 
marked agitation, 
will not answer 
questions, wants 
to be left alone. 


Dull and restless. 


Extreme. irritability; 
sometimes com- 
plaints of fear. 


Worry, then out- 
breaks of agitation. 
Tremendous agitation; 
no aimless acts, run- 
ning about; later se- 
clusive with periods of 
apathy and irri- 
tability. 


Depressed, agitated 
spells, again natural. 
Dull depression; feel- 
ing of going to pieces; 
apathy. 


Worry over things 
said and expenses. 
Restless, moaning, 
afraid in spells, 
otherwise quiet; 
moaning, worried, 
with insufficient 
affect. 


Death 
ideas. 


No right 
on earth. 


Speaks of 
leaving 
the world 
soon. 


Will be 
blown up 
with dy- 
namite. 
Come 
and cut 
my head 
off.” 


Suicidal 
tendency. 
Can't die. 
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TABLE 4—CASES STUDIED| BY 


Self- Severe M 
hansive accusa- Unreality. Negation. hypochon- hyp. 
ideas. tion. dria. ai 
Soul is lost, Sinner, un- Spirittaken Prec 
has com- pardonable out; does sensi 
mitted un- sin, lost not worry 

forgivable _ self-control, enough 
sin, is in touched his about 

devil'spower. wife’s geni- family. 

tals. | 

Something Contami- 

dreadful go- nates peo- 
ing to hap- ple with 

pen;:microbes microbes. 
on_ her. 

Wicked but 
cannot be 
made to 
say what 
she wor 
i out. 

be taken during onset;, 
away. throat clos-} of c 
ing up. again 

n: 

get well; | caying 

mind failing; falliz 

teeth decay- 

hair 
alling out. 4 
Something Throat comes| Choki 

dreadful to together so sath 
happen; that cannot | throa 
hopeless swallow, | not s 
condition; can 
asks to be bre 
protected. 

never see all 
daughter throz 

again; domi- stom: 
nated by fire; 

fear of being ful 
left alone. stopp 
No one about No heart, | 
her, is a dress- mouth. 
ed up form; stomach, 
in a wilder- pulse. 
ness, no 
daughter, no 
husband; 
(orientation ?) 
“T don’t know 
anything 
about it.” La 
Appre- ing 
hensive ideas teeth: 
about harm 00z1n; 
to daughter time 
son- ! 
in-law. 

ns No water Odor from 
ing, people about, no her flesh; 
waiting to home, “ no cannot pass 

oC url 
bowels cot 

Carriage to ing out; 
take her to urine 1s 
funeral or more blo 
wedding. than urine. 
ouse fall- 

ing to pieces. 


Going to 
die. 
| 
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461 


ere Mild ; : Irritability, Adult 
hon hypochon- Analerotism. Autoerotism. peevish- lit 
a. dria. ness. sexuality. 
sensations. 
onset;, ‘ase; afraid sault and 
clos- | of cancer, pregnancy; 
up. again preg- again cancer. 
nant. 
| Teeth de- Fussing ,....... 
| caying; hair about 
falling out. eating. 
er s0 sation in complaint 
-annot | throat, can- about no 
ow. | not swallow, treatment, 
can hardly wants to be 
breathe. left alone. 
... | Bad feeling Peevishness  ....... 
all over, with dissatis- 
throat dry, faction,irrita- 
stomach on bility; hit 
fire: feels nurses, threw 
full and furniture; 
stopped up. surly expres- 
sion, swore, 
obscene. 
(After three Assaultive at ......-- 
uth, years) may times; always 
nach, urinate irritable; 
Ise. anywhere. often resent- 
ed treatment. 
| 
nutrition ow- full, crowded 
ing to poor by bowels 
teeth; semen (no_ physical 
oozing all the basis). 
time from 
him. 
r from Soiled, re- Marked Fear of men 
flesh; fused to go tendency coming into 
ot pass to closet, to strip. room to 
es or ** bowels assault 
ine: don’t move,” ner. 
Is com “they are Letter sent 
out; coming out.” to say she 
ne is is a bad 
blood woman. 
urine. 


Poverty 
ideas. 


Will lose 
everything 
and go to 
poorhouse. 


Worry over 
financial 
affairs. 


All property 


lost. 


Patients took 
his money, 
will be 
destitute. 


Bills can’t be 
paid; thou- 
sands ex- 
pended on 
her. 

No clothes, 
no home. 


Sleep. 


Good 


Poor 


sleep. 


Variations. 


Ideas of refer- 
ence; @., 
spoons rap 
when he does 
not eat well; 
attributed to 
higher power 
and to others. 


at 


first only. 


Usually 
good. 
Poor sleep. Spelling words 
backward and 
constant 
mumbling; 
improved 
after a 
stroke. 
Sleep some- 
times good, 
sometimes 
ba 
Insomia. Constant 
narrowing 
of mental 
horizon and 
insufficiency 
of affect. 
Poor sleep. 


= 
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TABLE 4—CASES STUDIED | BY 

© Sa Emotional state Death apprehensive , Self. Unreality. Nega- 

% ideas. accusation. tion. hy 

ideas, 

Os & 

be killed. can only see nly 
and know. no 
Restless; distressed. Will be Patient says “‘re- | blind 
killed or cede,”’ “ elon- be 
burned. gate,”’ and then litte 
Spells of blind excite- shrinks up. can 
ment, with intense dis- Periods when a! 
tress and fear (sex everything looks know 
content). queer. 
Moaning, frightened, 
still sexual, also hypo- 
chondriacal; intention 
paralysis. 

Quiet, retarded, im- in world. wrong, nothing 

mobile, has to be is right. 
dressed, etc. 

50 50 Worry over condition. --..+-.. Can 
Marked restlessness, husband and self. is d 
fussed up, constant ally 

demands for ca 
attention. th 
st o Easily fatigued, worry. Cut up. 
Standing, walking rest- will explode; 
lessly, moaning; marked prison; ruined; 
narrowing of mental exposed on street 
horizon; affect seems in glass case; 
stereotyped and terrible thing to 
shallow. happen; dear ones 

52 43 1 Depressed, retarded; Cannot die, “I am afraid.” Wicked, No life in me, ...... Be 
moderate restlessness; repeated at- responsible for seems as if my thre 
suicidal, almost mute, tempts at all wickedness limbs were ton 

with decided rest- asks in world; dead body She 
lessness. ill be made all my different; throat hat 
Moderate restlessness people sin, not right; things flest 
with freer speech; ap- lost my soul. do not look b 
prehensive; finally right, are : 
spells of irritability. larger. sm 
up, 

tio 

fa 

sm 

this 

53 60 0 Distressed, dejected, Can’t live ‘“‘ Afraid of every- ‘“‘ Have lived ...-....-e0. Re 

moaning, restless, or die. thing,” feeling of on false a 
some perplexity. responsibility pretenses.” I 
about every- tong 

thing. ne 

bre 

ing 

old, 

and 

54 48 1 Nervous, crying, then Tried sui- Will never get ‘‘ God changed Shriveled up, face ocean : 
“IT changed in one cide; can’t well, no use to me and I drawn up, mouth b 
night when all my die; asks to anybody; legs don’t know shrinking; dis- up, 

power was taken be cut up numb and why.” solved, only an to 
away”; much de- and put in paralyzed, dead. image, dead; a | 

pressed, in utter bottle. ball of wire,a lit- / 
air; later shallow tle ball, 
ect except when blind; “I think | di 
Pa questioned, only when I speak a 
then irritable. and when I stop a 
speaking there is r 


not a thought 
in my head.” 


JIED 


vega: 
tion, 


1922 


AUGUST 


BY AUTHORS—(ContTINUED). 


HOCH AND JOHN T. 


tongue swallowed, 
neck and throat 
broken by feed- 
ing, looks very 
old, feet are dead 
and he can’t walk. 


Stomach and 
bowels grown 
up, brain turned 
to bone; organs 
of abdomen 
crowded in 
chest, entirel 
dissolved; only 
a ball of wire, 
a rag doll, a 
rat, a bit of 
lip, ete. 


Legs numb 


and para- 
lyzed. 


Severe Mild Anal- 
hypochonaria hypochon- erotism 

dria. 
Stomach gone, is Head feels Inconti- 
nly a shell; can- hardened, nence dur- 
not walk; will be feels as i ing limp 
blind: can never she could spells. 
be killed; body not breathe 
lifferent, no bones, on account 
cannot breathe, of blocking 
an only see and in throat. 
know, shrinks up. 

right, sad 
all over,” 
have not 
been made 
right. 
Can’t hear or see; Pain, dis- Bowel 
} is dead, occasion- comforts trouble. 
ally hands stiff; hands stiff, 

can't breathe heavy feel- 

through nose. ing in 
neck: will 
have 
cancer. 

Body different, Untidy. 
throat not right, 
tongue too large. 

She has only two 
hands and feet; 
flesh not right, no 

body, getting 

smaller and 
smaller, drawing 
up, various sensa- 
tions (touching 
face) make her 
smaller, every- 
thing looks big.” 

Rotten through Wilful 
and through, bed 

mouth gone, wetting. 


MACCURDY 


A uto- Irritability, 
peevish- 
erotism. 
ness. 


Strips at 
bidding of 
voices. 


Kicked, bit, 
struck in 
episodes as- 
sociated with 
great excite- 
ment; later 
struggled 
against tube 
feeding, then 
relaxed and 
urinated 
on floor. 


Much shame- Constant 


less masturba- fault-find- 
tion and occa- ing; some- 
sional involun- times aggres- 
tary urination; sive, violent 
talks to self, to nurses 
“why don’t you. _ with irrita- 
get out of win- tion. con- 
dow dearie?”’ stant de- 
“don’t you mands for 
want to see how attention. 
you look? 


Spells of 
irritability. 


Sometimes 
resistance 
and desire to 
be left alone; 
pronounced 
muscular 
negativism; 
increasing 
secretive- 
ness. 
Highly irri- 
table when 
ideas are 
questioned. 


Pulls at lip 
until it is 
deformed. 


Adult 
sexuality. 


Hears man, 

hypnotized, 

sexual com- 
mands, 


feels vagi- 


into hall 
raked. 


Exposes 
herself. 


Poverty 
ideas. 


Ideas 
of 
pov- 
erty. 


No 
money, 
a pau- 

per. 


Sleep. 


Insom- 
nia. 


Irregu- 
lar. 


Insom- 
nia at 
times. 


Insom- 
nia at 
onset. 


Constant 
halluci- 
nations 

of voices, 


Arterio- 
sclerotic. 


tions. 
| 
| 
nal sensa- 
tions; 
trequent 
stripping 
and coming 
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TABLE 4——CASES STUDIED 


a Other apprehensiv 
Emotional state. Death ideas. accusa- Negation, 
O< 
worry over condition. feel so badly. — 
Restless movements, 
looks worried, craving 
sympathy, moaning. 
eat properly, shouting ready, cremated, 
“ murder.” can read it in 
faces about him. 
very fault finding; no to bad treatment. 
ideas. 
56 o Depressed, inactive. I am crazy; I will kill Reproach .... 
myself, for not hav- 
ing cared 
better 
for son. 
Cradual restlessness but Will be poison- Will be put in dungeon “ They say ones 
shallow affect with ed; will be with crazy man; “you | have kill- res 4 
delusions of vio- thrown out of are going to crush the ed my boy 
lent death. window; life out of me,” will be by giving 
cannot die. thrown out of window, him strych- 
into a cellar, heavy nin, but I 
chains rattle which will did not do 
be put on her. it, the 
doctor 
did it.” 
57 54 1 Onset with inadequacy, 
then restless writhing; cated, buried sien 
gradually more monoto- alive, iso- 
nous affect and nar- lated. 
rowed interests. 
health; since 14 nervous 
dyspepsia, often thought 
he was going to die; for 
20 years had to have wif2 
constantly with him even 
on business trips; hyper- 
sensitive and retiring. ee 
Worry, anxious. Suicidal ideas, Greed My 
Two weeks: languid, slow going to be something to happen; friends are 
action, never constant; killed to-night; thought incorrectly destroyed. 
moderate restlessness, thought he was written check scheme to The world 
moaning, suicidal ten- dying because injure him and family; destroyed. 
dency, suspiciousness. his hands felt conspiracy, spies. Voices say 
One year: Unoccupied, numb; eggnog Afraid to take bath; the world 
restless, then settled makes him feel after refusal thinks was taken 
down; sometimes perplex- numb, and he _ friends are sacrificed out of its 
ed expression; suspicious does not want in his stead and killed; axis; 
watching, and tendency to die without they don’t get home; there will 
to withhold information, his senses. ditches in garden are never be 
feeling of mental restric- made for them; wife another 
tion and that he does not dead; all non-Catholics world.” 
understand what things destroyed. 
mean. 
Then chronic hallucina- Many ideas Feeling of significance ........ 
tions and delusions with about self which he does not under 
insufficient affect and per- and others stand. “ There is a clearly definite movement and I am 
fect orientation. being killed, the only one who does not understand its significance of 
world de- when to move.” His actions prescribed; life surrounded; 


stroyed, etc. occurrences have meaning; appliances and machinery 
destroying friends and world; mind reading and double 
thinking. 
“Why do you hone putting men from South Africa, 
South America and South United States into holes in 
the ground? Why do you take them to the attic and 
shoot them down the chutes? ” 


* Many for ten years. 


B 


Fee 


| 

| 

\ 
Bon 
en; 
fror 
her 
15 
fica 
of 
a 
and 
is 
cre 
are 
hy 
Car 
low 


DIED 


gation, 


‘My 
nds are 
troyed. 
world 
troyed. 
ses say 
world 
taken 
of its 
LXis; 
re will 
ver be 
other 
yrld.” 


i I am 
ince of 
unded; 
chinery 
double 


Africa, 
oles in 
ic and 
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Mild Irrita- 
Severe hypo- Anal- Auto- bility, Adult Poverty lee 
hypochondria. chon- erotism. erotism. peevish- sexuality. ideas. ana 
dria. ness. 

bing sen- afraid of my_ brother insom- 
sation in soiled when he nia. 

head. things, hears cause 
ashes and of my_ dis- 

Feet are mortifying. dust, and ease. People 

afraid she will think 
might step my _ disease 
in somie- is of a pri- 
thing that vate nature. 
was not ; brought 
ight. the disease 
ing,peevish, law says, 
irritable; ‘Thou shalt 
treatment, not lust.’ 
food, etc., 
bad 
very 
poor. 

Bones and neck broke .  Peevish, 

en; throat dead; odor chafing, 

from it; dead inside petulant at 

because cats and times, 
crows are after irritable 

her; bowels ruptured to nurses 

15 years ago, morti- yelling at 

fication stuff spreads them when 

from them, air is full prevented 

of it; this has caused in her rest- 

a railroad accident lessness 

and death of her boy, from dis- 

is making every one turbing 

crazy; other patients them. 

are mortifying; has 

hydrophobia: is an 

animal. 
Can’t eat, can’t swal- Will be Mark- 
low; food does not go blind; ed in- 
to stomach, things somnia. 
blurred 
before 
her eyes. 

ular, 

usually 

poor. 

oes not very inter I been 
work fering and strip- 
well. trouble- ped of 
some. my 
prop- 
erty?” 


Variations. 


Expansive ideas; 
voices say “ He 
ruled the world 


and all the people 


in it. He settled 
the world. When 
he eats they say 


‘He eats a king, 
a queen, a prince.’ 
When he took 
something out of 
a candy box, ‘ He 
is eating his 
children.” 


Hallucinations and 
delusions of 
dementia precox 
type. 
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TABLE 4.—CASES 


Case. No. 
Age. 

Previous 
attacks. 


Emotional state. 


Death 
ideas. 


Other 
apprehensive 
ideas. 


Self-accusation. 


wn 
© 


Curled up in room; 
surly expression, 
certain restlessness 
unoccupied, 
untidy. 


Worry, ruined self 
by taking poison, 
uneasy, restless, 
will be taken to 
court, family, etc., 
will be indicted. 
Quiet, subdued. 
Restlessness. 
Restlessness more 
marked; O God, I 
have to get out 
of here.’ 
Restless, much wor- 
ried; had to get out; 
everything troubled 
him but could not 
describe it; finally 
chronic muttering. 


Nervous hypochon- 
driacal. 
Marked restlessness, 
talking incessantly, 
repeating words and 
sentences; gradually 
more exclusively in- 
terested in hypo- 
chondriacal ideas, 
with irritability 
when questioned. 


Depressed about 
business. 
Inactive, gloomy, 
listless, slow in 
speech and act, “I 
have no life, no 
force.” 

No restlessness, 
same listlessness and 
inactivity, pauses in 
speech, decidedly 
apprehensive ideas 
but accepts these 
hopelessly and re- 
signedly; insufficient 
affect throughout. 


Attempted 


suicide 
(oxalic 
acid); 

going to 


be hung. 


Will be 
buried 
alive. 


Will be 
killed in 
various 
horrible 
ways. 


Afraid of harm; con- 
spiracy to give 
him “ pox. 


Held here for criminal 
trial “ will astonish 
everybody.”” Something 
with post office. 

All gone, “O God, O God, 
the whole business is 
gone, it is awful, awful, 
all gone to pieces. 


Will be tried for crime of 
which she feels innocent; 
refused food at first 
because covered with 
poison, later because 
organs are gone. 


Ruined fiancée’s life; cer- 
tain forebodings not 
crystallized. 
“They are coming to take 
me away. Heard team 
drive up in night, knew 
family in_ it, ead, and 
jd would get him when 
they came ck (halluci- 
nations) ; oing to be 
killed, then voices 
came poe called my 
name.”” Will be burned 
in furnace, new one to be 
built because old one fill- 
ed with ashes of dead 
men, “ enough men for a 
month.” ‘ut up ina 
machine, killed by elec- 
tricity, thrown down a 


hopper lined with knives; 


conspiracy to destro 
him and friends an 
others; mentions two 
men who he thinks have 
already been killed; 
gases collecting inside 
him and when they ac- 
cumulate he will explode. 


“It seems as though 
all my life the main- 
spring of my actions 
was not right.’’ Has 
been selfish all his 
life but was not so 
bad as people 
thought. 
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. Mild 
Sever ritability 
hy hypo- Anal- Auto- — ish: Adult Poverty Sleep Variations 
chon- erotism. erotism. ‘ sexuality. ideas. 
aria. dria ness. 
Is rotten, odor Filthy. Much Poor 
from him smells * pox.” mastur- everything, sleep 
up everything. bation. sneering at 
manner at first 
examina- 
tion; surly 
expression. 
Pain in Smears will fill Rubs The bills Insom- Always poor 
head. toilet or pipes head or are not nia. performance 
(worry of ex- buttocks. paid; they with intel- 
pense stopped must be lectual test. 
when this running up 
came); had into the 
diarrhea and thousands; 
tried to defecate did not eat 
all over place so on account 
as not to fill up of expense. 
pipes; com- 
plained often 
of being cov- 
ered with feces; 
throughout 
tendency to 
defecate and 
urinate on 
floor. 
Organs gone, Burning Will not go Strips Whining, Fair 
therefore can’t sensa- to closet; con- petulant sleep. 
eat; heart stopped tion all digs out her stantly. tone, with 
beating, all bones over; feces. much irri- 
broken; only 16 worried tability; 
years old; only 3 about can also be 
feet high; no heart made to 
heart; no organs, disease. smile 
they passed out in at times; 
her stools and complains 
filled the cesspool; of this 
bowels broken; awful treat- 
burning sensation ment 
all over body (poison 
which makes her put in her 
strip constantly, bed by 
attributed to nurses). 
poison put in bed 
by nurses. 
No room for food, No life; itikbawanwed adele Refusal cae Lost all Good. 


gases collect 
inside; further 
accumulation will 
make him explode: 
disagreeable gases 
come from him. 


no force. 


of food. 


property; 
has tangled 
up estates 
entrusted 
to him and 
will never 
be able to 
to settle it; 
hospital 
people will 
take al! his 
property 
away. 
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TABLE 4.—CASES STUDIED 
ox Other N 
Emotional state. Death ideas. apprehensive Self-accusation. Unreality. 
os id tion, 
ideas. 
& 
63 52 0 Lost interest, rest- ........ Will be arrest- Wicked, had not treated ciweeess! - seein 
less, more so when ed, “* don’t husband right to be ar- 
husband goes away; take me down rested; inadequately 
duller, in bed; ideas. there.” formulated guilt; did 
Marked restlessness, wrong in coming here, 
pulling out of hair or etc. ‘“* Don’t think I am 
motions of hands, con- insane, I am not.” “I 
siderable distress; un- was thinking I would tell 
changing expression, you why I came and what 
at times puzzled did to my _brother-in- 
(Basedow complex); law and sister.” ‘‘I was 
little spontaneous going to tell you of my 
talk, slowness in an- coming here, ought to 
swers; later free, “my have told you, I knew I 
thoughts are rot on was doing wrong but I 
it’ to questions; kept on staying.’ 
finally practically no “T want to confess, my 
affect and stereo- people are innocent and 
typed talk about go- I am guilty (repeatedly), 
ing home or being can’t seem to tell what 
in hospital. worry about; it seems 
gone from me now; I 
have put it off so lon 
that now I can’t tell, 
? have forgotten.” 
64 Restlessness, so that “If I can Hands feel 
feet get swollen. live without may happen different, no 
eating, to son. feeling in 
can’ die, them; 
can’t even entirely 
be killed.” different 
from any 
one else. 
Retardation, shame Will be House will 
(sexual), and mildly killed, tumble, last 
apprehensive. brother will meal, 
be killed; 
she will be 
put into 
dark hole. 
ity, slight flight. 
Well behaved. 
Gradual return of ap- Will be Will be tor- Has done dreadful things eeednemis . 
prehensive ideas, killed. tured; she and 
restless, moaning family will be 
and depressed. put — black 
nole. 
66 49 oO Gloomy depression, Onset: Will Electricity, Projected; accused of be- Everything sae 


peevish, 


be hanged; 
later, “‘ let 
me die,” or 
“why don’t 
you chop 
me up?” 


poison in food. 
suppose I 
have to go to 


| 


jail.” Ideas 
of reference 
about objects. 


ing hypocrite, thief, pros- 


titute, 
not her husband. 
Vicked. 


living with man 


strange; hus- 
band not hus- 
band; is not 
Mrs. H., 
does not know 
who she is, 
doctor and 
hospital not 
doctor and 
hospital, 
nurses are 
paper girls; 
“T thought 
we had a 
real war.” 


Exami! 
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stop] 
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Mild 


Severe 


Anal- Auto- 
hypochon- hypochon- erotism. erotism. 
dria. dria. 
soils when 
mentally de- 
teriorated. 
Examination of ........ Rectum 
uterus caused broken off; 
mortification of urine comes 
pine; something out wrong 
snapped; body place. 
broken in two; 
rectum broken 
f;gone around 
the waist; will 
be blind; throat 
stopped up; 
nothing passes 
to stomach; 
an’t be burned 
to ashes, 
would just 
j roast. 
Malaise, Food is 
pain, vom- offal (as a 
ited; is metaphor). 
given med- 
icine to 
keep bowels 
from mov- 
ing; some- 
body has 
spoiled 
her body. 


Irritability, 
peevish- 
ness. 


Resistive 

with final 

deteriora- 
tion. 


Whining, 
peevish. 


Disinclined to 
answer, 

*“* Please go 
away.” 
More and more 
reticent, “said 
too much al- 
ready.”’ Wants 
to be left alone, 
pulls away pet- 
ulantly when 
touched; irri- 


tability with 
striking and 
tearing things. 


Adult 
sexuality. 


Brother-in- 
law at insti- 
gation of sis- 
ter had made 

her preg- 

nant. 

‘Every fore- 

noon says 

somebody 
had visited 
her at night. 
Vaginal sen- 
sations. 
Some one 
room at 
night. 


in 


None. 


Men come in 
at night; 
pregnant; 

vaginal sen- 
sations. 

Did not put 

curtain down 
when took 
bath. 

different men 
came every 

night, I did 

not know it.” 
“It was 

shown to me 

that I prac- 

ticed  self- 
abuse.” 


Poverty 


ideas. Sleep. 


Sleep 
almost 
normal 

in spite 

of diur- 

nal rest- 
less- 
ness. 


Often 
poor 
sleep. 


Poor 
sleep. 


No 
money 
to buy 

any- 
thing. 


Poor 
sleep 
at frst 
only. 


Variations. 


Short epi- 
sode of 
exophthal- 
mic goiter. 


Loses flesh. 


Drops sexual 
ideas with 
greater 
anxiety. 


Reported 
well four 
years after 
onset but 
could not 
forgive hus- 
band for 
taking her 
to hospital. 
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Emotional state. Death ideas. 
Uneasiness, fretful. Attempted 

estless, cannot sit suicide. 
down; intensely wor- 


ried; voluble; cannot 
give data of life ‘* be- 
cause constantly 
thinking of wicked 
deeds done.” 
More restless, tempo- 
rarily quite intense; 
striking head against 
wall, crawling into 
fireplace, putting 
hand to throat as if 
to choke herself. 
Restlessness marked, 
also marked curiosity, 
going around house 
looking into other 
people’s rooms, read- 
ing their letters, etc. 
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Jan. 


TABLE 4—CASES STUDIE 


Other | Ne hy 
apprehensive Self-accusation. Unreality. Die 
sdeas tion, 
1deas, 
Sin; is the evil one; spoke ....... 


of remorse of conscience; 
niece and boarder did not 
get along, should have 
separated them, greatest 
crime in history, such 
wicked deeds. ‘‘ When I 
was a child we played 
we were killing each 
other, then we acted 
angry and later I could 
not help doing the same 
and feeling the same, and 
now it has gone on until 
it has come to this.”’ Not 
insane, has kilied many 
eople by pretending to 
»e—predominant theme 
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JDIE 
Severe Mild N Irritability, > 
Anal- Auto- Adult Poverty 
Negj bypochon- bypochon- erotism. erotism. peevish sexuality. ideas. Sleep. Variations. 
tion. dria. dria. ness. 
putting of clothes sleep. 
fingers in all 
rectum and stolen. 
smearing 


feces; asked 
why did so, 

“ Must have 
something 
to do.” 
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DISCUSSION. 


Dr. MEYEr.—I cannot refuse an invitation to say a few words with regard 
to this extremely interesting paper, which I consider one of the type of 
studies that will bring us further. It is a very careful analysis of cases 
that obviously belong together not merely because of the age at which they 
occur, but owing to the leading characteristics of the depression. We deal 
here with depressions at a period of life when there are so many chances 
of families being dissolved; of appearances of certainty passing into uncer- 
tainty; of an overwhelming feeling of inability to rise any longer to such 
emergencies, and with reactions that in the main are tremendously true to 
what occurs in the normal individual, and also liable to draw in a good many 
things which without such a psychosis probably never would have come to 
the surface of the personality. The analysis which Dr. Hoch and Dr. Mac- 
Curdy have made of their cases shows a good many features in the 
content that we see in the other periods of life and in the more constitu- 
tionally involved cases. In the main I cannot quite sympathize with the 
tendency to emphasize an obligatory identification of unfavorable symptoms 
with schizophrenic tendencies. Certain life conditions will bring about 
similar life reactions that suggest bringing them closer together under one 
heading and some undoubtedly less favorable than others. I cannot help 
but feel that interesting studies might result from a more intensive observa- 
tion also of the somatic factors. I also remember the studies of Dr. Mitchell 
and Dr. Southard, and realize that in a psychosis of that period of life 
there is very decided tendency for regression, or for defects of anabolism, 
and we should try to find out how they are produced. 

After all, what we want to push forward to is to understand the intimate 
workings of some of the concrete damaging influences as to prognosis. I 
cannot help but think that in a certain number of cases constitutional assets 
are of influence, and I also am impressed by the differences that may result in 
persons finding themselves in unfavorable places as compared to those who 
have somewhat better advantages and outlook. Nevertheless, the inter- 
pretation can never be made merely on the ground of the external situation. 
It is best to study the facts in their own light and not to feel that we must 
develop the whole problem under the two terms of schizophrenia and manic- 
depressive insanity. 


Dr. Assot.—I want to say a word or two about these cases because many of 
them I had talked over with Dr. Hoch, and we had discussed the diagnosis, 
prognosis, etc. Personally, I believe that there is a small group of cases that 
we may properly call involution melancholia. A great many cases of depres- 
sion occurring at the so-called involution period, that show symptoms of a 
manic-depressive depression or some other atypical set of symptoms, do not 
belong to that group. Now, we have to make our diagnoses on the symptoma- 
tology—what symptoms does the patient show? Dr. Hoch and I talked over 
the possibility of these cases that did not recover, as to whether or not they 
were related to dementia precox. The reasons why we thought they were 


| 


1922] AUGUST HOCH AND JOHN T. MACCURDY 473 


late dementia precox was that they all showed a certain degree of negativ- 
ism, stereotypy, and shallow, superficial emotional response; they lived a 
very routine life; many of them were untidy, somewhat destructive, etc. 
The fundamental change in dementia precox, as I see it, is a loss of the 
inner drive or urge to normal activity in life; the patient is content to sit 
down and let his mind think what it pleases. His life is conducted on a 
basis of autistic thinking. He has permanently lost, to a greater or less 
degree, the capacity for rational thinking, planning and adjustment. The 
involution cases, however, do not lose that urge in the same sense; they do 
adjust themselves to their environment, but it is a narrow environment; 
they concern themselves with the trivial things about them—as to whether 
the weather is good or not, and other minute details; they busy themselves 
about such little things without any very effective use of their business; 
they reiterate the same things every day, giving the impression of being 
stereotyped, but the repeated acts do not have for them the symbolic signifi- 
cance which such acts have for the precox case. That, I think, is the 
difference between the dementia of these cases and that of dementia precox. 
These involution cases do not have a thinking difficulty; they are quick in 
their responses ; there is not a psychomotor retardation, and for that reason 
I do not regard them as belonging to the manic-depressive group. It is 
a small group and by no means co-extensive with that of the cases which 
occur at the so-called period of involution. 


Dr. MacCurpy.—I must say that I am gratified by the discussion this 
paper has received, particularly since the points brought out have been just 
those which I was obliged to omit from the paper. There are two of these 
which are of great importance, viz., the question of the existence or non- 
existence of the definite reaction type which we speak of as involution melan- 
cholia. As to this we were very much struck after formulating just those 
symptoms which we considered to make up that type, to find how frequent 
they were at other ages than the senium or presenium. We had one strik- 
ing case of a man 33 years of age, whose diagnosis caused a great deal 
of discussion at Ward’s Island. He finally recovered completely, although 
the case was first viewed by the staff as one of dementia precox. When we 
studied the case in retrospect we found the symptoms were typical of the 
involution melancholia reaction. The thing that puzzled us was his age, 
so it probably is a reaction type that occurs at all ages, but most frequently 
in advancing years, for the reasons that Dr. Meyer has mentioned. The 
second point has to do with the relationships of this to other psychoses or 
groups of psychoses. As to this, I would like to make it plain that we did 
not mean to say that there was an identity between the reactions of the 
malignant involution cases with the dementia precox, but that they were 
analogous. 


{ 
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PsYCHIATRY AND ITS RELATION TO PusBLic HEALTH.—Psychia- 
try has reached a position where it has much to offer the public in 
practical help in the treatment of many of its social and medical 
problems. 

Public interest in psychiatry has until recent years been limited 
to furnishing provisions for the care and treatment of the more 
seriously disabling types of mental disorders, as the insane and 
defective. But, its field can no longer be limited solely to prob- 
lems centering in the institutional aspects of mental disorders. 
Its experience justifies a claim to an interest in mental disorders 
in all their relationships. 

No one factor so vitally concerns the economic and social effi- 
ciency of a people as their mental health and whatever prevents 
the preservation of this should be a matter of deep concern to the 
administrative interest of a state. Mental disorders are so inti- 
mately matters of public health that one wonders that their con- 
sideration from this aspect has been so generally neglected by the 
special agencies of the state that are specifically concerned with 
public health problems. 

When one recalls the tremendous expenditures that now burden 
a state for the care of the insane and defective, the serious influ- 
ences that mental abnormalities have in relation with school prob- 
lems and family training of children, their interrelation with 
problems of crime, dependency and social maladjustment, their 
deteriorating influence upon the character of the population ; when 
all these are considered do not mental disorders stand out as 
perhaps the largest public health interest that a State should have? 

Many of the factors directly concerned in the production of 
mental disorders have long been recognized as within the interest 
of state public health organizations and attacks upon these from 
any direction will reduce the total amount of health problems 
that a state must deal with. We are concerned at the present time 
not only with harmful influences that are still active in our com- 
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munities but we bear an additional burden from the accumulated 
effects of these coming to us from previous generations. Unless 
this is appreciated and intelligent efforts made towards their 
prevention our present difficulties will continue and we will pass 
on to our descendants the ever increasing load. 

While the experiences that have been gained in hospital treat- 
ment of the psychoses have given to us a clearer understanding 
of psychiatric problems, we cannot avoid the feeling that curative 
results from hospital treatment are not as hopeful as we may have 
been led to expect. There has, however, come from these expe- 
riences the very definite conviction that many of the disorders that 
come into hospitals might have been prevented or were amenable 
to cure had this been undertaken earlier in the disease. 

There must often come to one concerned in the medical admin- 
istration of a state hospital for mental disorders a feeling of too 
much isolation from many of the aspects presented in the prob- 
lems of his patients. He has been impressed with the fact their 
disorders have wide ramifications in respect to causes and effects 
but with which he has no contacts. His daily work brings him in 
relation with mental abnormalities in his patients that he knows 
have much in common with those shown by many in the communi- 
ties who are given trouble in the schools, in social relations, and 
are often coming in conflict with the laws. 

On the other hand, there has in recent years been an increasing 
appreciation by those concerned with problems of conduct, and 
social and economic situations that mental abnormalities have an 
intimate relation to the problems with which they are dealing. 

The time seems at hand when there should be developed a more 
systematic co-operation between state hospitals for mental dis- 
orders and the public agencies concerned with problems in which 
mental abnormalities may have a disabling influence. In its men- 
tal hospitals the state has organizations that have accumulated a 
rich experience in understanding problems of mental abnormalities 
and have acquired a technical skill that should be made widely 
available. 

The initiative for the development of this interest on the part 
of the state, in mental disorders in their relation to public health 
problems must for some time come largely from the state hos- 
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pitals. They already know from their experiences growing out 
of the problems of their medical work, what may be undertaken. 

The extramural activities that have been developed by a con- 
siderable number of hospitals in this country are definitely ap- 
proaches to an interest in public health problems. These have as 
yet had little co-ordination in relation with any general program 
on the part of the state. They are beginnings of what must later 
be operated as a state service. Much has been accomplished by 
the National Committee for Mental Hygiene and affiliated state 
societies in directing attention to the importance of mental abnor- 
malities in a wide range of medical and social relationships. Their 
many reports and surveys have furnished concrete data on which 
to base discussions regarding these matters. But health problems, 
whether mental or physical, are fundamentally obligations of the 
state and we are coming to an era in which the state is to assume 
a far greater concern for the health of its citizens. Already this 
has taken form in some states in rather far-reaching efforts. But, 
these so far concern problems only of physical health. 

No future program will be adequate that does not recognize 
that mental disorders in wide relationship are matters vitally in- 
fluencing for bad the health and social order of the state, and that 
the state must undertake active efforts towards their prevention 
and early treatment. 

It might be helpful in keeping before the public the relative 
importance that mental disorders have among health problems 
of a state, if the reports of departments of health might include 
a consideration of some of the statistical matters of the state insti- 
tutions for mental disorders and those for penal and reformatory 
purposes. 

The experiences of the war, both in its mobilization period and 
in its aftermath, with its serious influences upon readjustments 
have shown in very specific ways how mental abnormalities and 
disorders become health problems in periods of great crises. The 
recognition by the national government of the importance of ner- 
vous and mental health for military efficiency gave to those who 
were interested in psychiatry hopes that mental disorders might 
assume a permament position co-ordinate with other health activi- 
ties in which government agencies were interested. But, unfor- 
tunately this has been only partially realized. 
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As hospitals extend their activities into the health problems of 
the communities of a state they come closer to the people. The 
dreads of contacts with a mental hospital will be greatly lessened 
and their treatment facilities will be more freely sought. 

A. M. B. 


RESIGNATION OF Dr. Pitcrim.—Dr. Charles W. Pilgrim who 
since September, 1916, has been a member and president of the 
N. Y. State Hospital Commission has sent his resignation to 
Governor Miller of that state and it became effective on December 
12, 1921. 

Dr. Pilgrim has had a long and active career in the state hospital 
service. He was born in Monroe, Orange Co., N. Y., March 27, 
1855, and was educated in the Monroe Institute and the public and 
high schools of Jersey City, N. J., and under private tutors. 

In 1881 he received the degree of M.D. from the medical 
Department of the N. Y. University and subsequently served 
for eighteen months as interne and house physician in Bellevue 
Hospital, New York. During the latter part of that period his 
service was in the observation wards for mental cases and it was 
there that his interest and work in psychiatry first began. 

While on duty at Bellevue as ambulance physician Dr. Pilgrim 
contracted typhus fever and for a time a fatal termination of the 
disease was feared. In February, 1882, he became assistant phy- 
sician at the Asylum for Insane Criminals at Auburn, N. Y., under 
Dr. Carlos F. MacDonald and in December of the same year 
became a member of the staff of the State Lunatic Asylum at 
Utica, now the Utica State Hospital. 

Here he remained until 1885 when he went to Europe for fur- 
ther study and experience, remaining abroad nearly two years, 
studying in Munich, Vienna and Berlin. In the summer of 1885 
he was resident assistant at the Munich Frauenklinik. 


On his return he resumed his duties as an assistant physician 
at Utica and in 1889 was appointed medical superintendent of 
the Willard, N. Y., State Hospital. In 1893 he was appointed 
medical superintendent of the state hospital at Poughkeepsie, 
N. Y., where he remained until May, 1906, when he became a 
member of the State Hospital Commission, resigning in a year 
to return to the superintendency of the hospital at Poughkeepsie, 
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to be called again to the State Hospital Commission, from 
which he has just resigned, in 1916. 

During his service on the State Hospital Commission Dr. Pil- 
grim has rendered notable and valuable service to the state and 
to its insane wards. In conjunction with the legislative committee 
of which Senator Sage was chairman, he aided in formulating 
plans for the future and orderly development of the state hospital 
system, which, when fully carried out will be of inestimable benefit 
to the state, and will place the care of its mentally disordered 
patients upon a plane which will establish a standard to be emu- 
lated by other communities. 

In 1906 Dr. Pilgrim succeeded the late Dr. E. C. Dent as secre- 
tary of the American Medico-Psychological Association, serving 
until 1910, when he was elected President of that organization. 
He is a member of the N. Y. State and the Dutchess County, 
N. Y., Medical Societies and a fellow of the N. Y. Academy of 
Medicine; also vice-president of the N. Y. Psychiatric Society. 

Dr. Pilgrim, in laying down the cares and responsibilities of 
public office, does not propose to cease his activities in medicine. 
He has assumed the control and management of Dr. MacDonald’s 
House, at Central Valley, N. Y., a private sanitarium for mental 
cases and will in the future devote his time to this and to consul- 
tation practice in psychiatry. 

On the evening of December 8, 1921, a complimentary dinner 
was given to Dr. Pilgrim in New York on the completion of forty 
years continuous service in psychiatry and in N. Y. state hospitals. 
An account of this dinner appears elsewhere. 


APPOINTMENT OF Dr. HaviLanp.—Governor Miller of N. Y. 
State has appointed Dr. C. Floyd Haviland, for some time medical 
superintendent of the Connecticut State Hospital, Middletown, 
Conn., to succeed Dr. Pilgrim in the N. Y. State Hospital Com- 
mission, and he assumed the duties of the position on December 
19 last. Dr. Haviland was born in Spencertown, Columbia Co., 
N. Y., August 15, 1875. He was educated in the public schools, 
graduating at the Fulton, N. Y. High School in 1893, and received 
the degree of M. D. from the Syracuse, N. Y., University in 1896. 
He was medical interne, junior assistant physician, assistant phy- 
sician and second assistant physician at the Manhattan State Hos- 
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pital, Wards Island, New York, 1897-1910. From 1910 to 1915 
he was first assistant physician at the Kings Park State Hospital, 
Kings Park, N. Y., and has been medical superintendent of the 
Connecticut State Hospital since July, 1915. 

For some time Dr. Haviland served as clinical assistant in psy- 
chiatry in the medical departments of Columbia and Cornell Uni- 
versities. In 1914 he made a survey of the state of Pennsylvania 
as to conditions relating to the care and treatment of the insane. 
The results of the survey, which was one of the most thorough 
of its kind, were published by the Public Charities Association of 
Pennsylvania. Dr. Haviland is a member of several medical socie- 
ties, among them, the American Medical Association, the Con- 
necticut State Medical Society, the Connecticut Mental Hygiene 
Society and the American Genetic Association. At the meeting of 
the American Psychiatric Association in Boston in June last he 
was elected secretary-treasurer. 

The state of New York is to be congratulated upon securing 
a man of Dr. Haviland’s experience, executive and medical ability 
as a member of the State Hospital Commission, of which he has 
been elected president. 


INTERNATIONAL CONGRESS OF MENTAL HyGIENE.—At a meet- 
ing of the Council of Administration of the French Ligue D’ Hy- 
giene Mentale, as reported in the Bulletin Mensuel de la Ligue 
D’Hygiéne Mentale for November, 1921, the president, Dr. 
Toulouse proposed that the Ligue take the initiative for the or- 
ganization of an International Congress of Mental Hygiene to 
be held in Paris in connection with the celebration in 1922 of the 
discovery by Bayle of general paralysis. 

The Council received the proposition with favor and a com- 
mittee was appointed to consider and take steps toward the 
practical realization of the proposition of Dr. Toulouse. The 
committee is composed of Drs. Antheaume, Cazeneuve, Colin, 
Genil-Perrin, Lahy, Georges Renard and Toulouse. 

Although the time is short for the organization of an Interna- 
tional Congress of Hygiene the proposition is one which deserves 
careful consideration. 


Association and Hospital Motes and Mews, 


CHANGE OF ADDRESS OF SECRETARY-TREASURER.—As noted else- 
where Dr. Haviland has resigned the Medical Superintendency 
of the Connecticut State Hospital, Middletown, and has been 
appointed by Governor Miller a member of the N. Y. State Hos- 
pital Commission. His address will be in the future Drawer 18, 
Capitol Station, Albany, N. Y. 

It is hoped that every member of the Association will take 
note of this change and make the necessary correction in the 
printed list of members. 

Dr. Haviland reports that there are several members in arrears 
in the payment of their annual dues, and desires us to urge upon 
all who have not remitted their dues to do so at once. 

It should be remembered by all that a certain proportion of 
the sum paid for dues is for subscription to this JouRNAL which 
is sent to each member, also that the Association’s expenses, as well 
as printers bills must be met. It is hoped that this appeal on behalf 
of the secretary-treasurer will obviate the necessity of a direct 
or personal appeal to any delinquent member. Act at once on 
reading this notice if you find you are in that class. 


THE ANNUAL MEETING OF THE AssOocIATION.—The American 
Psychiatric Association will hold its seventy-eighth annual meet- 
ing at the Chateau Frontenac, Quebec, Canada, on June 6-7-8-9, 
1922. Twenty years ago the Association met in Montreal, and in 
1913 its sixty-ninth annual meeting was held on the Canadian side 
of the river at Niagara Falls. Both of these meetings were well 
attended and were full of interest. This year we again meet with 
our Canadian members in one of the most interesting cities on 
the Continent. 

Quebec and its surroundings are full of historical interest, and 
the old city is unlike anything on this continent in both its archi- 
tecture and situation. 
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The program committee is working most energetically to secure 
papers and we are assured that those who attend the meeting 
will find an intellectual feast. 


We urge upon our members to make a special effort to attend 
this meeting and to make the reservations at the Chateau promptly. 


FIRE IN THE MIDDLETOWN, N. Y., State HospitaL.—aA fire 
occurred at the Middletown Hospital shortly after midnight on 
October 18, 1921, which did much damage, and but for the 
prompt and efficient work of the nurses and other employees of 
the hospital might have resulted in loss of life. 

Dr. Ashley, the medical superintendent, has furnished us with 
the following account of the fire: 


A fire occurred in the attic, or sixth floor, of the Administration building, 
at one o'clock on the morning of the 18th instant. The origin of the fire is 
unknown, but it is supposed that it probably occurred from a short circuit 
of an electric wire, though so far as we know all the electric light wires 
were inclosed in metal conduits. A system of automatic fire extinguishers 
had been installed in the attic, and the fire was discovered by the night 
watchman, who heard the water running from the automatic sprinklers, and 
on entering the attic found considerable of a blaze. Efforts were made 
immediately to subdue the flames, but because of lack of water pressure 
we were unsuccessful. The entire fire-fighting force of Middletown and 
two companies from Goshen, eight miles distant, responded and were success- 
ful in extinguishing the fire, but not until after a damage of $150,000 had 
occurred in the roof and interior of the building. 

The women patients, who occupied the three upper floors of this struc- 
ture and who were practically all of the aged and more or less infirm class, 
were promptly removed from the building; in fact, all were out in ten 
minutes, and though a number had to be carried, there were no casualties 
and no one was injured. A large amount of the furniture, furnishings 
and personal clothing was also gotten out, together with the records and 
office fixtures which were on the first floor, and the drygoods from the 
basement. 

The main walls of the building are intact and in good condition, and it 
is planned to put a temporary roof on the structure at once, and later to 
reconstruct the building and put a reinforced concrete floor in the attic. 

The employees of the institution are to be commended for their bravery 
and discipline during the fire. 

For a number of years we had recognized the danger of a fire in this 
particular building and had at several times requested of the Legislature 
an appropriation for additional fire protection and fire-fighting apparatus 
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for this building, but unfortunately we had not been successful in securing 
the appropriation. 

There are some lessons to be learned from this occurrence. The 
first is the necessity of a frequent and expert examination of all 
lighting and other electric wire circuits. If this fire arose, as is 
suspected, from short circuiting of the wires, an examination made 
some time before the fire would have probably revealed a ground 
somewhere in the wiring which could have been traced and cor- 
rected. The second lesson is the absolute necessity of an ample 
water supply with sufficient pressure to reach any part of the hos- 
pital buildings with streams of water of sufficient force and 
quantity. Most institutions of this kind are isolated and before 
the fire department apparatus can arrive, if there is lack of water 
and pressure the fire gets beyond control. If on the contrary, 
these requisites to fire-fighting are at hand a fire of threatening 
proportions can often be controlled or at least kept from spreading 
until the arrival of the fire department apparatus, when of course 
a liberal supply of water must be 0. hand. 


DINNER TO Dr. CHARLES W. PiLGrim.—On the evening of 
December 8, 1921, about 130 of the personal and professional 
friends of Dr. Charles W. Pilgrim assembled at the National 
Republican Club, New York, at a testimonial dinner to the doctor 
on the occasion of his retirement from the N. Y. State Hospital 
Commission and the conclusion of 40 years service in the state, in 
the care of the mentally disordered. 

Dr. Charles G. Wagner, medical superintendent of the Bing- 
hamton, N. Y., State Hospital, and an old associate of Dr. Pil- 
grim’s at the Utica State Hospital, presided and performed the 
duties of toast master in a most acceptable manner. He revealed 
to the dinner guests some of the secrets of Dr. Pilgrim’s early 
excursions into literature in the way of dramatic criticism, and 
verse, though we suspect some of the verses which were read 
as samples of the honored guest’s style were really the production 
of Dr. Wagner’s versatile pen. 

Remarks were made by Dr. George A. Smith, superintendent of 
Central Islip State Hospital ; Dr. Carlos F. MacDonald, a former 
president of the State Hospital Commission ; Dr. Walter G. Ryon, 
superintendent Hudson River State Hospital ; Dr. Isham G. Harris, 
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superintendent of the Brooklyn State Hospital; Messrs. Arleigh 
D. Richardson and Cyrus E. Jones, Dr. Pilgrim’s associates in the 
State Hospital Commission; Mr. Homer Folks, secretary of the 
State Charities Aid Association; Dr. Edward N. Brush, of Balti- 
more, who served on the staff of the Utica State Hospital with 
Dr. Pilgrim; and Dr. Mortimer W. Raynor, director of clinical 
psychiatry of the Manhattan State Hospital. 

In conclusion Hon. Frank B. Lown, president of the Board of 
Managers of the Hudson Run State Hospital, with some most 
appropriate remarks presented to Dr. Pilgrim a silver tea service. 
The inscription on the silver reads “ 1881-1921, Charles Winfield 
Pilgrim. By his friends as a token of affection and esteem upon 
the completion of forty years continuous service in New York 
State Hospitals.” 

The following minute, expression of the sentiments of those 
at the dinner, was read and unanimously adopted: 


Wuereas, The resignation of Dr. Charles Winfield Pilgrim, chairman of 
the State Hospital Commission, at the conclusion of 40 years of continuous 
public service on behalf of the insane and other mental defectives, has 
severed the official relations which have long existed between him and his 
associates in the state hospital system, we, his personal and professional 
friends assembled at a testimonal dinner in his honor, desire to express our 
appreciation of his splendid achievements as a commissioner, a physician 
and a man. 

When Dr. Pilgrim assumed the duties of State Hospital Commissioner, to 
which position he was called by the governor of the state, he brought to his 
work in that office a broad knowledge of the great field he was to cover, 
gained in the school of experience as an assistant physician in the State 
Asylum at Utica, as superintendent of the State Hospital at Willard, and as 
superintendent of the Hudson River State Hospital at Poughkeepsie. 
Throughout the long period of his public service he devoted his great abili- 
ties as a physician, a psychiatrist and an administrator, to the problems 
before him with unstinted zeal. As a physician he has been indefatigable 
in his efforts to ameliorate the condition of the sick, as a psychiatrist he 
has sought to establish the study and treatment of insanity on a secure 
scientific basis, and as a commissioner he has encouraged the highest possible 
standard of care of the insane in the state hospitals of the state of New 
York. He has sought, by the establishment of out-patient departments, in- 
cluding mental hygiene clinics in connection with the state hospitals, to 
prevent the development of insanity and to encourage right living in the 
families of the poor, to the end that better citizenship should result in the 
rising generation. 
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Dr. Pilgrim has actively encouraged the development of scientific interest 
in psychiatry on the part of the state hospital staffs, and with this object in 
view he has consistently supported the psychiatric institute as a highly im- 
portant part of the educational work in the state hospital system, and has 
encouraged the younger physicians in the service to avail themselves of the 
opportunities for self-improvement it offers. His sympathies have been 
keenly alive to the needs of the insane and he has listened to their complaints 
and requests with unfailing kindness and courtesy, always offering assistance 
to relieve their distress wherever he found such action possible. Dr. Pilgrim 
will long be missed in the state hospitals by those who have known and 
admired the great work he has done, not only for his scientific attainments, 
but for his genial and kindly personality which has endeared him to all 
with whom he has come in contact. 

CHARLES G. WAGNER, Chairman, 
I. G. Harris, 
W. G. Ryon, 
M. B. HEYMAN, 
F. W. Parsons, 
M. C. ASHLEY, 
Committee. 


The after dinner speeches, enlivened as they were by frequent 
humor in the way of reference to some of Dr. Pilgrim’s supposed 
fads and foibles, bore one sustained note of commendation and 
congratulation to the guest of the evening on the completion of 40 
years work, well and faithfully performed. Dr. Pilgrim in his 
speech of acknowledgment met a difficult situation with modesty 
and grace. 


Nortice.—Several copies of the twenty-seventh volume of the 
Transactions of the American Medico-Psychological Association 
recently sent out to members have been returned to Dr. Haviland, 
the Secretary, because of defective address. Members of the Asso- 
ciation prior to the meeting of 1921, who have not received their 
volume should notify Dr. Haviland, Drawer 18, Capitol Station, 


Albany, N. Y. 


, 


Book Reviews. 


The Manner of Man that Kills. By L. Vernon Briccs, M.D. (Boston: 
Richard G. Badger, 1921.) 

Dr. Briggs has laid before his readers in “ The Manner of Man that 
Kills” all the information obtainable regarding the lives and personalities 
of three abnormal persons who inflicted grave injuries upon society. He has 
traced the precise manner in which defects in the nervous structure, training 
and moulding by the forces of the environment in which these men lived 
culminated in startling crimes. Had Dr. Briggs stopped there he would 
have made an interesting contribution to the literature of criminology but, 
fortunately, he went further and pointed out the loopholes in the protective 
walls that the community tries to build around its members that permitted 
the abnormal mental processes of each of these three slayers to exact a 
human sacrifice before those processes could be brought under scientific 
investigation and the possibility of control. 

Quite apart from the absorbing interest of this book to the criminologist 
and student of abnormal behavior, the wealth of material gathered and the 
clear, almost reportorial, manner in which it is presented make it of more 
than usual interest to any reader who is willing to face reality in the course 
of obtaining information about some of the people of the world in which 
he lives. It would detract from the interest of readers to say more about 
the material that Dr. Briggs has brought together than that he has told 
the stories of three murderers—Czolgosz, Spencer and Richeson—from the 
cradle, indeed from the heredity that shaped the patterns of their brains, 
to their execution by the commonwealth whose security they had attacked. 
These men represent, on the surface, the types of murderers that kill for 
greed, for lust and for the overthrow of government. Delving beneath the 
surface, as Dr. Briggs was able to do, with the aid of the mass of information 
that he so patiently and skillfully gathered, this convenient grouping is 
destroyed and different motives, arising from special mental abnormalities, 
are seen to have determined not only the nature of the crimes themselves 
but almost detail of the criminal lives in which the murders formed episodes. 

The observations upon which Dr. Briggs’ book is based were made from 
10 to 20 years ago. The conclusions now presented were reached by him, 
however, while the men studied were still living. It is of some interest to 
consider for a moment what the reaction of intelligent public opinion to 
these conclusions would have been had they been presented at the time that 
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they were reached and to guess what the reaction might be 10 years hence, 
were the first publication of this book delayed that long. It is safe to say 
that, except by a minute part of the public, most of these conclusions would 
have been regarded 20 or even 10 years ago as justifiable from a purely 
scientific point of view but too widely at variance with general opinion and 
especially with public sentiment to have any practical bearing upon the 
understanding of the crime or upon its management. To-day, so rapidly have 
the main factors regarding the relations between abnormal mental states and 
abnormal behavior been accepted by a considerable body of enlightened 
persons, that not only judges, penologists, psychiatrists and social workers, 
but many among the general public would find in Dr. Briggs’ observations 
and conclusions confirmation of views already held. Ten years from now, 
if the present trend of thought regarding crime and criminals is read aright, 
Dr. Briggs’ book will be regarded as an interesting account of one of the 
phases through which public opinion has passed in its changing attitude 
toward criminals and their crimes. 

“The Manner of Man that Kills” is a valuable addition to the literature 
of criminology. Many lessons, medical, social and educational, are to be 
drawn from these twisted lives, so faithfully and minutely described. Not 
the least important of these lessons is the need for studying the intrinsic 
and extrinsic factors that, working upon a human being in most respects 
like all other members of his species, can make him one of the most dan- 
gerous animals that walk the earth. If one-tenth of the amount of money 
spent annually in trying to reconstruct some of the vanished life of former 
ages could be spent during the coming years in the study of children showing 
a tendency toward deviations such as those which characterize these three 
men who killed, society might reap a rich harvest from the funds invested 
of our knowledge of fundamental factors that determine the emotional 
life of human beings might receive enormous additions. 

T. W. S. 


The Major Symptoms of Hysteria. Fifteen Lectures Given in the Medical 
School of Harvard University. By Pierre Janet, Pxo.D., M.D. 
Member of the Institute of France, Professor of Psychiatry in the 
College de France. Second Edition With New Matter. (New York: 
The Macmillan Company, 1920.) 


The medical profession in America is familiar with this work through 
the first edition published shortly after the lectures were delivered at 
Harvard in 1906. 

The lectures met with a very hearty reception at that time and a second 
edition will be welcome, particularly because of the added matter. The 
author very wisely says of the work in its new edition, “ It does not seem 
to us very useful to modify it profoundly, for the interest of a scientific 
work resides almost always in the date at which it was drawn up, and 
one should not confusedly mix the ideas of one period with those of another.” 
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He therefore has refrained from any very material modification of the 
original text contenting himself with showing how certain notions set forth 
in the lectures delivered in 1906 have spread, and played a great part in the 
interpretation of hysteria. In addition he has attempted briefly to show 
in his introduction to the second edition how and in what direction he has 
in other published works developed his earlier interpretations. 

Janet has been a pioneer in the exploration of the field of the psycho- 
neuroses, and his interpretations of the observations there made have been 
the foundation upon which have been built many of the more recent works 
bearing upon this subject. He has always maintained a sane and conserva- 
tive attitude and has not been inclined to give out as scientific truths the 
results of imaginations and speculations. The lectures are still to be 
commended as safe guides to further study and observation as well as aids 
in the interpretation of observed phenomena. 


The Unconscious. The Fundamentals of Human Personality, Normal and 
Abnormal. By Morton Prince, M.D., LL.D., etc. Second Edition 
Revised. (New York: The Macmillan Company, 1921.) 


Seven years have elapsed between the publication of the first edition of 
this work and the appearance of the present one. The first edition met a 
most favorable reception. The subject matter of the lectures was based 
upon most careful observations made often under unusually favorable 
circumstances. 

The studies which Dr. Prince has made of the “unconscious” have 
attracted wide attention and this edition of his book contains material of 
much interest not found in the first edition. 

Four additional chapters have been incorporated. Lecture XVII, one 
of the new chapters, deals with the structure and dynamic elements of human 
personality. Human personality, the author says, may now be considered 
as “a composite structive built by experience upon a foundation of per- 
formed, inherited, psycho-physiological dynamic mechanisms (instincts, 
etc.), containing within themselves their driving forces.” Again he describes 
personality as “the sum total of all the biological innate dispositions, 
impulses, tendencies, appetites and instincts of the individual and of all the 
acquired dispositions and tendencies acquired by experience.” 

With this chapter as a background, a sketch of the structure and dynamic 
mechanisms of the normal personality, the author presents in the succeeding 
three lectures or chapters, which are also additions to this edition, a study 
of the psychogenesis of multiple personality, the case of B. A. C. 

This most interesting case has been described in an autobiographical 
manner by the subject herself in the Journal of Abnormal Psychology, 
Vol. 3, Nos. 4-5, 1908-9, under the title ““My Life as a Dissociated Per- 
sonality”; this chapter was also published in the same journal for October, 
1919. 


1922] BOOK REVIEWS 489 


Dr. Prince has made, as was recognized when the first edition of his 
work appeared, an important contribution to the study of the unconscious. 
He has not permitted himself to indulge in theories which were not based 
upon observation and study. He has followed as far as is possible in a 
field of research of this kind the inductive method. He has reached certain 
definite conclusions, conclusions which must be accepted. 

These conclusions may in time be subject to modification or they may be 
further developed. They are presented in a sane and reasonable manner and 
deserve careful consideration. 


Dbituarp, 


WALTER CHANNING, M.D., LL. D. 


Dr. Walter Channing died at his home, Brookline, Mass., on 
the 23d of November last at the age of 72. 

He was born in Concord, Mass., on April 14, 1849, being the 
oldest son of William Ellery Channing, the Concord poet, and 
a great-nephew of William Ellery Channing the founder of Uni- 
tarianism in America. Dr. Channing’s mother was Ellen Kelshaw 
Fuller, a sister of Margaret Fuller (Countess Ossoli). His mother 
died when he was seven years old and he lived thereafter much 
of the time with his grandfather, Walter Channing, the first Pro- 
fessor of Obstetrics in the Harvard Medical School. Walter 
Channing the grandfather (1786-1876) was also Professor of 
Medical Jurisprudence and sometime editor of the New England 
Journal of Medicine and Surgery, holding that position when it 
became the Boston Medical and Surgical Journal in 1828. 

Dr. Channing after spending some time in medical study abroad, 
after his graduation in medicine, served as an assistant physician 
in the N. Y. State Asylum for Insane Criminals at Auburn and in 
the Massachusetts State Hospital, Danvers. 

In 1879 he opened a private hospital in Brookline which soon 
became widely and favorably known. In 1916 he opened a new 
sanatorium at Wellesley, carrying into effect in its construction 
and subsequent management many novel ideas the result of years 
of experience and observation. 

He was a man of wide public spirit and became interested in 
many matters relating to public welfare in which he was a moving 
spirit and in which he brought about results of far-reaching im- 
portance. 

The Boston Society of Psychiatry and Neurology, of which he 
was founder and the first president, has adopted the following 
minute concerning his death: 


To the members of the Boston Society of Psychiatry and Neurology, 
both individually and collectively, the death of Walter Channing, its founder 
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and one of its most valued members comes with a peculiarly deep sense of 
loss. It is given only to men of far sight and unusual powers of mind to 
serve the cause of humanity as did Dr. Channing by initiating and furthering 
large and practical public measures for the benefit of the insane and feeble- 
minded. 

He died at his home in Brookline on November 23d at the age of 72. He 
came of distinguished ancestry and was born in Concord, Massachusetts. 
He was educated at the Chauncy Hall School and the Massachusetts 
Institute of Technology, and began the study of medicine at the College 
of Physicians and Surgeons in New York and the Harvard Medical 
School, becoming later an interne in the Massachusetts General Hospital. 
Then began his career as a practical psychiatrist by service as assistant 
physician in certain state hospitals. In 1879 he established his widely known 
and successful sanitarium in Brookline, and now in Wellesley. 

He was from the first a frequent contributor to medical and other 
journals, and became a consultant and medical expert of high repute. 
Among other important cases he testified in the trial of Guiteau the assassin 
of President Garfield. 

He was a member of many national, state and local medical associations 
and societies, chiefly those devoted to psychiatry, and was the founder of 
the Department of Mental Diseases of the Boston Dispensary and Professor 
of Mental Diseases in the Tufts Medical College, Tufts conferring upon 
him the degree of LL. D. in 1900. 

It was, however, in his more public work that his remarkable capacity as 
organizer, planner and advisor found full scope. He was foremost in setting 
on foot measures which resulted in the formation of the then State Board 
of Insanity. In securing legislation which resulted in placing the dependent 
insane of Boston, formerly city charges, under state care he was a large 
factor, and was a powerful influence in shaping the subsequent reorganiza- 
tion of the Boston State Hospital. In the establishment of the Boston 
Psychopathic Hospital also, he was one of the prime movers. He could 
be relied on to inform and mould professional and public opinion in behalf 
of any good measure or policy. He had surprising success in turning all 
interests into helping to pass the laws required to meet these changes. 

His great interest in all matters pertaining to the insane and feeble-minded 
and his unfailing zeal and persistence in every effort to promote their 
welfare brought him constantly during many years into close contact with 
state and institutional officers responsible for their supervision. His 
advice was most helpful and always impersonal and altruistic. 

In these general relations the real Channing was not always revealed. 
Dr. Copp, formerly executive officer of the Board of Insanity, writes: 

“T came really to know him in our more intimate relationship while he 
was Chairman of the Trustees of the Boston State Hospital during the 
period of its transition from a municipal to a state institution, its reorgani- 
zation in adaptation to the new status, the study of its development and 
especially the planning of the Boston Psychopathic Hospital. Here were 
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revealed the sympathy, self-effacement, good judgment and unswerving 
adherence to right policies, principles and methods of administration which 
made it a joy and inspiration to work with him. His great forcefulness 
sometimes obscured the warmth and friendliness of his nature. It is one of 
the deep satisfactions of my life to have known him and enjoyed his 
friendship.” 

As a citizen, Channing was equally enterprising and valuable to the town 
of Brookline in promoting lasting educational improvements and public 
health measures. 

He was a man of calm exterior but superabundant energy. Although 
somewhat cold and aloof in manner, he formed warm friendships and 
possessed a lively sense of humor. He was unusually quick to recognize 
and applaud worth in others whether of character or achievement, and 
invariably ready with active help or counsel to his fellow workers. His 
private charities were many. In short, it may truthfully be said of Channing 
that in his life and work 


... ‘he did with cheerful will 
What others talked of while their hands were still.” 


Henry R. STEDMAN 
G. ALpER BLUMER Committee 
HerBert B. Howarp. 


Mrs. Channing died less than two weeks before her husband. 
He is survived by three sons and two daughters. He leaves also 
a brother, Edward Channing, Professor of History at Harvard 
University, and one sister. 


SIR GEORGE H. SAVAGE, M.D., F.R.C. P. 


Sir George H. Savage, well known to many American physi- 
cians, died at his home in London on July 5, 1921. 

The Journal of Mental Science publishes in its October number 
an obituary notice from the pen of Dr. R. Percy Smith, who suc- 
ceeded Dr. Savage as resident physician at Bethlem Hospital, 
from which we extract the following: 

By the death of George Henry Savage on July 5, 1921, at the ripe 
age of 78, English psychiatry has lost one of its most widely known repre- 
sentatives, the Medico-Psychological Association a former president and one 
of its most prominent members, English medicine one of its most remarkable 
personalities, and a large number of the profession and the public a most 
trusted friend and counsellor. 

Dr. Savage had the advantage of a father interested in science 
and a mother who was a great reader, a woman of deep religious 
convictions and one who recognized the value of cultivating ob- 
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servation. She took up the study of botany for the benefit of 
her two sons and the summer holidays were often spent on the 
Sussex downs hunting out the name of plants. Thus at an early 
age Savage’s well-known love of botany was founded. 

In 1861 he entered Guy’s Hospital as a student. In 1864 he 
qualified as M.R.C.S., and in the following year as L. R.C. P., 
graduating the same year as M.B.,London, becoming house- 
surgeon at Guy’s. 

All his life he took an interest in out of door life. He took 
walking tours in his vacations visiting Austria, Norway and the 
Tyrol—and later became a mountain climber in Switzerland. He 
was a member of the Alpine Club and at one time its vice president. 

While at his cottage in Hampshire (Hurstbourne) his week 
ends were spent in golf, fishing and botany. 

In 1866 he spent six months at Bethlem Hospital as “ resident 
student,” but resigned the post to become medical officer to a lead 
mining company in Cumberland. Here he spent four strenuous 
years doing surgery, obstetrics and a general medical practice. 

In 1868, Dr. Savage married Miss Margaret Walton, but the 
following year she died, shortly after the birth of a daughter, 
of pulmonary embolism. 

This changed, Dr. Smith, in his very full and appreciative 
notice says, the whole course of his life and when in 1872 a 
vacancy occurred at Bethlem Hospital he became assistant medical 
officer there, having been elected unanimously from over 100 
candidates. 

He entered upon the work with that. enthusiasm which char- 
acterized him, studied the literature particularly the journals de- 
voted to psychiatry and neurology; made sections as far as the 
limited opportunity for morbid material permitted. 

In 1873 he became a member of the Medico-Psychological 
Association of Great Britain and Ireland and about the same time 
lecturer on insanity at Guy’s Hospital, a post which he retained 
for 30 years. 

In 1878 he became resident physician and superintendent of 
Bethlem Hospital and the same year was elected one of the 
editors of The Journal of Mental Science, his associates being 
Drs. Thomas S. Clouston and D. Hack Tuke. This position he 
held until 1894. 
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He was a very regular attendant at the meetings of the many 
medical societies of which he was a member and his papers and 
discussions were always listened to with interest and respect. 

In 1887 he attended the International Medical Congress held 
in Washington and opened a discussion on “ Syphilis and its Re- 
lation to Insanity.” His paper appeared in the October, 1887, 
number of this JouRNAL, then the AMERICAN JOURNAL OF IN- 
SANITY. 

In addition to his numerous papers in journals, hospital reports, 
transactions of societies, systems of medicine and encyclopedias, 
he published in 1884 a textbook “ Insanity and Allied Neuroses.” 
Reprinted in 1886 it was revised in 1890 and after several re- 
printings was in 1907 revised and enlarged. In the last edition 
Dr. Goodall brought the pathological section up to date. 

He resigned from Bethlem in 1888 and became a consultant in 
psychiatry. In 1912 he had the honor of knighthood conferred 
upon him. Sir George continued active almost up to the close 
of his life. During the war he took an active part in medical work 
of an advisory character. We wish we were able to reproduce 
here his reply to a meddlesome female who wrote him protesting 
against the use of the mental hospitals which had been turned 
over to the government for general hospital purposes, lest a stigma 
be attached to the soldiers who were sent to these hospitals for 
care. 

In the Journal of Mental Science for April, 1921, is a note of 
appreciation from his pen concerning the late Dr. David Yellow- 
lees, an obituary notice of whom appears in this issue of the 
JOURNAL. 

Increasing deafness made attendance at medical meetings un- 
comfortable, but he was present at a meeting less than six months 
before his death at which Sir Frederick Mott read his paper 
on the pathology of dementia precox. In May last he retired 
from all work. He died following an attack of hemiplegia from 
which he did not regain consciousness. 


DAVID YELLOWLEES, M.D., LL. D. 


Dr. David Yellowlees, formerly physician-superintendent of the 
Glasgow Royal Asylum, Gartnavel, died in Edinburgh, in his 
eighty-fifth year, on January 19, 1921. 
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Dr. Yellowlees was a native of Stirling, and studied in Edin- 
burgh University, where he graduated M. D. in 1857. After grad- 
uation he served as a house surgeon in the Edinburgh Royal 
Infirmary. He continued his studies in Paris, and on his return 
he became assistant to Sir William Gairdner, one of the physicians 
to the Edinburgh Royal Infirmary. Later he determined to take 
up the study of mental diseases, and was an assistant to the late 
Dr. Skae at the Royal Edinburgh Asylum, Morningside. The 
late Sir Thomas Clouston and the late Sir John Sibbald were 
assistant physicians at Morningside along with Dr. Yellowlees. 
Following his experience in Edinburgh, he was appointed medical 
superintendent of the Glamorgan County Asylum, and during his 
tenure of office there he established himself as an accomplished 
administrator and physician. In 1875 he was appointed physician- 
superintendent of the Glasgow Royal Asylum, Gartnavel, which 
post he held until his retirement in 1902. On his retiral he was 
appointed honorary consulting physician to the asylum. 

It is not too much to say that his name was known throughout 
the British Isles as a specialist and consultant in mental diseases. 
He was lecturer on insanity at the University of Glasgow, he 
was elected president of the psychological section of the British 
Medical Association which met in Glasgow in 1885, he was presi- 
dent of the Medico-Psychological Association in 1890, and presi- 
dent of the Faculty of Physicians and Surgeons, Glasgow, for the 
three years—1892 to 1894. In 1888 he received the degree of 
LL. D. from the University of Glasgow. He was an honorary 
member of the American Medico-Psychological Association. 

In addition to his scientific attainments he took a profound 
interest in philanthropic work, and one would particularly mention 
the fact that he was one of the founders of the Glasgow Associa- 
tion for the Care of Defective and Feeble-Minded Children. 

Apart from all these things he was a genial, kindly man, whose 
fearless commonsense, whose humor, whose strong moral and 
religious character left its impress on all who came into touch 
with him. 

He is survived by his wife and two sons and one daughter. 
One of the sons is Dr. David Yellowlees, of Stirling, and the 
other, Dr. Henry Yellowlees, has recently been appointed physi- 
cian-superintendent of the York Retreat. 
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ROBERT HOWLAND CHASE, M.D. 


With the passing of Robert Howland Chase on the 13th of 
March, 1921, the field of practical psychiatry has lost one of its 
active workers, one who continued his efforts in behalf of the 
mentally sick for nearly half a century with unflagging devotion. 

Born at Salem, Massachusetts, January 30, 1845, Dr. Chase 
moved with his parents to Union Springs, N. Y., where he re- 
ceived his early education at Oakwood Seminary. Upon the 
completion of his academic work he was sent, as was common 
among members of the Society of Friends, of which he was a 
member, to enter Haverford College near Philadelphia. He was 
graduated from Haverford in 1865, when he elected to seek the 
added educational advantages to be gained by European travel. 

After Dr. Chase returned to this country he entered upon his 
medical career, matriculating at the University of Pennsylvania 
where he received his degree in medicine in 1869. His post- 
graduate education was continued at Blockley Hospital (now the 
Philadelphia General) where he served an internship and also 
at the old Philadelphia Dispensary. 

Returning to New York, Dr Chase settled in Auburn to enter 
the practice of general medicine but continued in this field only a 
short time, by reason of his acceptance of the opportunity offered 
in the post of assistant physician at St. Elizabeths Hospital in 
1872. Here he remained until he was called to open the then 
new State Hospital at Norristown, Pennsylvania, and to take 
charge of the male department in the same. 

In this capacity Dr. Chase served until 1893 when he was ap- 
pointed to the superintendency of Friends Hospital at Frankford, 
Philadelphia, where twenty-five years of medical and executive 
activity marked this important part of Dr. Chase’s career. He 
contributed liberally to current literature both in periodical publi- 
cations and in his works on “ General Paresis”” (1902), “ Mental 
Medicine and Nursing” (1912-14) and “ The Ungeared Mind” 
(1918). 

Dr. Chase acquired a wholesome reputation as an expert in the 
Courts of the Commonwealth, and was frequently called upon 
for advice and testimony by the state and by individuals. His 
manner and bearing on such occasions was invariably such as to 
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indicate his deep appreciation of the responsibility placed upon 
him, and his opinions were presented in a clear and forcible style 
which brought him the respect of his listeners. 

When Dr. Chase assumed charge at Frankford, psychiatric 
matters were passing through rapid changes both in theory and 
in practice; he was therefore occupied in executing plans for the 
improvement of his institytion’s affairs, and in keeping pace with 
the progress of the medical aspect of his specialty. He created 
the first position to be filled by a woman physician at Frankford, 
and was the organizer of the Training School for Nurses in 1894. 
Although useful occupations “ calculated to interest and please the 
patients ’’ were a part of the hospital equipment as early as 1836, 
Dr. Chase became actively interested in the development of that 
part of the institution now known as the department of occupa- 
tional therapy. 

Always a close student of his patients and a careful analyzer 
of their symptoms Dr. Chase was a strong believer in the aid 
which a well-trained psychologist could give him in the study of 
the patient’s mental trends and was particularly interested in the 
morbid aspects of psychology, as indicated in his publications on 
delusion formation, disorders of emotion and disturbances of 
volition. 

As is true of many men who have gained a position of promi- 
nence, their most attractive characteristics become known only 
to those who have the opportunity of close association with them. 
Among the more conspicuous personal characteristics was his re- 
markable composure in the face of difficult situations. The more 
serious the occasion the more calm he appeared to be. When 
pressed for an opinion that he was not quite ready to give, it was 
sometimes difficult to determine from his answer just what view 
he might hold, but when the occasion arose necessitating an ex- 
pression, there was rarely a doubt concerning his opinion. Dr. 
Chase was known among his friends and associates as a man of 
unusual qualities and qualifications—a rare combination of keen- 
ness, alertness, quietness of manner, modesty and reserve, a strong 
sense of humor that was often hidden under a controlled guise 
of seriousness arranged for an occasion. He was a teacher with- 
out posing as such. His clarity of thought, soundness of judg- 
ment and firmness of decision combined with a rare degree of 
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modesty made his counsel valuable. His scientific broadness was 
manifested in his willingness to hear the opinions of others and 
often by his readiness to seek the advice of his subordinates. 

When Dr. Chase retired from active institutional life, those who 
had the rare opportunity of daily contact with one so gifted, felt 
that we had been deprived of much that we would fain have held, 
yet that parting was softened by the thought that he still carried 
at heart his interest in the progress of the institution in which he 
served, and was always ready with advice to be given for the 
asking. 


DR. JOSEPH BARTON BETTS. 


Dr. Betts was born June 10, 1872, at Brunswick (a suburb of 
Troy), Rensselaer Co., N. Y. He attended the public school 
at Brunswick and the Troy Academy, Troy, N. Y., and obtained 
his medical education at Albany Medical College, graduating in 
the class of 1894. After a year’s service as house physician and 
surgeon in the Albany Hospital he entered the service of New 
York State as assistant physician at Buffalo State Hospital, De- 
cember, 1895. He soon became interested in pathological work 
and remained continuously at this institution until the time of 
his death which occurred January 29, 1921. 

At the outbreak of the world war Dr. Betts joined Base Hos- 
pital No. 23 as pathologist, receiving a commission as captain. 
He went overseas with this organization November, 1917, re- 
turning with the rank of major, in command of the unit, May, 
1919. While in France, he had a severe illness from which he 
never fully recovered. Although able to return to duty at the 
State Hospital he suffered several relapses which so undermined 
his constitution he was not able to resist an attack of erysipelas. 

He was a painstaking worker, a clear thinker and a well in- 
formed man, with an unusually pleasing personality which won 
for him many friends. He was an able psychiatrist and his 
ability as a pathologist was widely recognized. 

He is survived by two brothers. Interment was at Troy, N. Y. 

Dr. Betts was a member of the American Medical Association, 
the Medico Psychological Association, the Erie County Medical 
Society, the New York State Medical Society, and the Buffalo 
Academy of Medicine. 
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DR. JOHN WILLIAMS DUKE. 


Dr. John Williams Duke was born on the fifth day of June, 
1868, near Scobey, Mississippi, and grew to manhood on a cotton 
plantation there. His preliminary education was obtained in pri- 
vate schools and academies, and his medical education at the 
Memphis Medical College, from which he graduated in 1891. 

He also graduated from the Medical Department of the Uni- 
versity of New York, in 1893, where he was clinical assistant to 
the chair of mental and nervous diseases. 

The following year he was appointed a member of the medical 
staff of the Manhattan State Hospital, Ward’s Island, New York, 
which place he resigned in 1895, to accept a position as assistant 
physician in the Connecticut State Hospital at Middletown, Con- 
necticut. He remained at this institution until 1900, when he went 
to Oklahoma to live, locating at Guthrie. 

During the time of his service at Middletown he spent several 
months attending clinics at the University of Heidelberg and 
visiting other institutions in Europe, thereby completing and lay- 
ing a very broad foundation for his future work in his chosen 
field of medicine. 

Soon after coming to Guthrie he established a sanitarium for 
the treatment of mental and nervous diseases, known as The 
Duke Sanitarium, which he owned and conducted until his death, 
October 10, 1920. 

As a physician his influence soon began to radiate in an ever- 
widening circle until his services were in demand in every part of 
the state, and as his acquaintance extended, his personality and 
influence began to be exerted not only in his profession but also 
in public affairs of the state. 

In 1911 he was appointed secretary of the State Board of Medi- 
cal Examiners, and during his term of office in this capacity he 
established reciprocity with many states, and did much toward 
raising the standard of the medical profession in the state of 
Oklahoma. 

In 1912 he was elected professor of mental and nervous diseases 
and medical jurisprudence in the Medical College of the Univer- 
sity of Oklahoma. 
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In 1914 he was appointed State Commissioner of Health by 
Governor Robert L. Williams, and was given a free hand in the 
reorganization of this department. His weekly “ Health Letters,” 
which were published in more than four hundred weekly news- 
papers throughout the state for four years, were a source of un- 
measured profit in uplifting health ideals in the state. 

Through his recommendation and influence the State Legisla- 
ture passed a law, which placed municipal water supply and the 
sewage disposal under the authority of the State Board of Health. 

The State Lunacy law reorganized the management of the 
state hospitals for the insane, and regulated the commitment of 
patients to same, and under this law he was elected chairman of 
the State Commission in Lunacy, whose duties it was to have 
general supervision of the care of all the insane in the state. 

During his administration a pathological and chemical labora- 
tory was established at which all chemical and pathological work, 
including the Wassermann test for syphilis, was done free of 
charge, thus bringing the benefit of this laboratory within the reach 
of everyone. He also reorganized and vitalized the vital statistics 
department. 

In May, 1920, he was elected president of the Oklahoma State 
Medical Association, which position he held at the time of his 
death. 

During the war he acted as chairman of the District Exemption 
Board for the Western District of Oklahoma, which in addition 
to his duties as state commissioner of health and the supervision of 
his own private affairs, undoubtedly very largely contributed to 
his early death, as he was unfaltering in his devotion to his duties 
in this work. 


DR. KENNETH M. FERGUSON. 

Dr. Kenneth M. Ferguson, an assistant physician at the Central 
Indiana Hospital for Insane, died on April 24, 1921. 

Dr. Ferguson was born in Cameron, North Carolina, where he 
received his preliminary education. His medical degrees were 
from Bellevue Medical College, New York, and the College of 
Medicine and Surgery at Baltimore, Maryland. 

He joined the staff of this hospital June 24, 1920, after having 
served as a physician in the State Hospital for Insane at Nash- 
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ville, Tennessee. Previously he had been with the State Hospital 
for Insane at Logansport, Indiana, and the State Hospital for the 
Insane at Massillon, Ohio. 

He was a member of the American Medico-Psychological Asso- 
ciation, the Indianapolis Medical Society, the Indiana State Medi- 
cal Association, the American Medical Association and the Ma- 
sonic Fraternity. He was a thorough gentleman as well as a 
qualified physician. His work at this institution was of such 
character as to reflect credit not only upon himself but the insti- 
tution as well. 

He was devoted to the interests of his patients and had their 
confidence and esteem. His relations with the management and 
medical staff were such that they commanded respect. 
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